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FOREWORD 


The feverish search for specific causes of the so-called functional 
mental ills continues apace and still these causes remain elusive. 
As the search continues, the mental hospitals still house half of the 
nation's hospital beds and, despite the purported miracles of tran- 
quilizing drugs, the influx of patients to them shows little evi- 
dence of abating. Meanwhile, psychiatry, the medical discipline 
entrusted with the care of the mentally and emotionally ill, has 
made remarkable advances within the past decade and has emanci- 
pated itself from confinement behind grim and forbidding hos- 
pital walls but, sadly, the mental hospital itself has shared in 
neither the progress nor the emancipation. For the most part it 
still stands isolated, remote and alone, testimony to the mores of 
ages past and by fiat of legislators dedicated to the idea that mental 
patients must be treated and cared for as cheaply as possible. It 
stands to reason, therefore, that anyone who brings a fresh new 
and healthy viewpoint toward the partial solution of these prob- 
lems, as Doctor Wiimer does in this volume, makes a noteworthy 
contribution, not only to the care of the mentally ill, but to the 
welfare of mankind. 

By now there isa plethora of evidence that psychological experi- 
ences and patterns of reaction are of major etiological signifi- 
cance in any psychiatric disorder, but the mental hospitals for the 
most part are unable to utilize this knowledge, 
nd operating upon limited and 


for they are invari- 
ably understaffed, overcrowded, a 
skimpy budgets. 
Condemned by custom 
tions are unable to do mucl 
often the product of an abnorn 
more obvious fact that one does no 
ment by introducing another—the still more abnormal environ- 
ment of the mental hospital ward. It i 
many of the symptoms and much of the 


to makeshift expedients, these institu- 
1 about the fact that mental illness is 
nal environment, or even about the 
t correct one abnormal environ- 


S quite apparent now that 
abnormal behavior of the 
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disturbed wards are due to abnormal conditions in the wards 
themselves. 

One might hope that the psychiatric wards of general hospitals 
would be of help, for they are of recent vintage, but they too have 
their troubles and they are not always the important adjuncts to 
psychiatric treatment that they should be. The Third Report ol 
the Expert Committee on Mental Health of the World Health 
Organization (1953) discusses this point. Too often, the report 
states, the patients in these wards are 
pattern of the rest of the hospital 
bed and the nurses engaged 


expected to conform to the 
» with the patients confined to 
in activities that look like general 
nursing. It is also a fact that these hospitals often refuse admission 
to patients who are grossly disturbed or who appear to be poor 
risks. One more difficulty arises in that these hospitals take the 
Most promising material, the acutely ill patients, 


give them symp- 
tomatic treatment immediately and, with the 


abatement of symp- 
toms, discharge them, with no assurance that the 
stand. Eventually then these patients will gravitate 
hospitals, with all that this entails. 

Though it is much too soon to properly ey 
the work which Doctor Wilmer se 
seem as though he points the w 


recovery will 
to the mental 


'aluate the ideas and 
t$ forth. in this volume, it does 
ay to the answer to most of the 
complaints and deficiencies outlined above. He 


accepts everyone 
Who is sick no matte 


r how noisy or disturbed. He unlooses their 
letters and places them in his group; he tre 
expects them to respond, and invari 
sizable ward full of patients 
illnesses might be, 


ats them with dignity, 
ably they do so. He handles a 
and, disparate though they and their 
he welds them into 


ment as nearly normal as one c 
setting. 


a community in an environ- 
an make a closed ward in a military 


In carrying out his work, D 
psychiatric and psychoanalytic 
the courage, even unde 
his intention th 
room. 


octor Wilmer utilizes the latest in 
therapy and understanding. He has 
T provocation and severe stress, to carry out 
at no one will be "horsed" into the so-called quiet 
While disdaining physical restraint, he is just as adamant 
against the indiscriminate use of chemical restraint. Withal he is 
completely reasonable, he does not strain to prove a point and, 
if he rides a hobby at all, it is that extremely acceptable one o 
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proving the innate dignity of the human being. 

The fact that Doctor Wilmer could carry out these advanced 
ideas in the military service and deal with overactive young men 
in the manner which he did, speaks wonderfully well for him and 
for the understanding of his superiors who aided and abetted him 
in his humane task. There is much food for thought in this vol- 
ume. Its implications extend far beyond those of psychiatric treat- 
ment alone. As the author points out, people invariably play the 
role which is expected of them. The role of the patient in the 
mental hospital usually has been to be sick. Everyone who has 
ever worked in mental hospitals knows this and has heard the 
statement: "Well, now that I am in here, I might as well act 
crazy." In Doctor Wilmer's therapeutic community the role as- 
signed the patient is that of a responsible member of society. It is 
expected that he will conform as nearly as possible to the norms of 
society and the major objective is to foster self-control. 

The question will naturally arise: How much of the success of 
this venture is due to the system and how much is due to Doctor 
Wilmer? Undoubtedly much of it is due to the doctor; however, 
he asked for no quarter. He was physician, therapist, group leader, 
Naval officer, and administrator all in one. His secret is 
betrayed in Chapter V when he starts the forty mile drive to 
the hospital in order to help a patient get to sleep. The care of 
the patient is a matter of caring for the patient, he recalls to us, 
and this may often mean caring enough about him to lose sleep 
over him rather than take an easy way out by indiscriminately 
handing out pills. The dedication of a doctor to his patients and 
his ideals stands out throughout the work. 

If it were possible, Doctor Wilmer should be endowed and 
sent throughout the nation as a teacher and as a catalyst. He has 
the ability to enthuse his hearers and his dedication furnishes an 
excellent example for young physicians. A community should 
be started in every admission ward of every mental hospital in 
the country. However, neither this commentator nor Doctor 
Wilmer believes that he has found the answer to our hospital 
problems or to the treatment. of mental disease; he hasn't, but 
he has pointed some new directions to us. All are aware that 
he kept his patients only ten days and there is a great difference 
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between these patients and the chronically ill. He has demon- 
strated, however, that people, no matter how ill they are, can 
be influenced by their environment, and he has pointed a new 
direction for future research in group methods and in social 
psychiatry. 

Doctor Wilmer acknowledges that the seeds of his ideas were 
borrowed from our British colleagues, Jones, Main, and Rees, 
but I am sure that they would join us in pointing out that these 
seeds have germinated in Doctor Wilmer's fertile mind and that 
he has accomplished a mission for the mentally ill which could 
have widespread potentialities for great good. That he has done 
this in a military setting with unselected cases is all the more 
remarkable. 

Probably the best comment upon this work which I have read 
was made by the distinguished president of the American Psycho- 
analytic Association, Doctor William G. Barrett, who said: “I 
believe that the therapeutic community mode of treatment 
as presently practiced by Doctor Wilmer is one of the most hope- 


ful developments in psychiatry from both the administrative 
and psychotherapeutic points of view." With this belief I heartily 
agree. 


Francis J. BRACELAND, M.D. 
President, American Psychiatric Association, 


1956-57 
Hartford, Connecticut 


PREFACE 


As a result of experiences in the military service in World 
War II psychiatry in the United States received its greatest 
impetus in this century. It is regrettable that those advances came 
upon the heels of a holocaust, but it is gratifying to note that 
the present progressive therapeutic venture of Doctor Wilmer, 
as outlined in this volume, occurred in peacetime and under 
the interested auspices of the Medical Corps of the U. S. Navy. 
There have been so few really noteworthy advances in the treat- 
ment of hospitalized psychiatric patients that the work herein 
reported is particularly welcome at this time. 

The Navy had no difficulty in accepting and even becoming 
enthusiastic about Doctor Wilmer's research efforts—his research 
plan was eminently reasonable; his directions were toward a 
refinement of the humane care of the mentally ill; and he asked 
only an opportunity to demonstrate the truth of his beliefs which 
were founded upon long experience and deep understanding. 
That his efforts were productive of a therapeutic advance is 
apparent in this book. The administrative officers of the Bureau 
of Medicine and Surgery and the hospitals were understanding 
and cooperative, as were all of the personnel who crossed Doctor 
Wilmers path. I was particularly pleased that Admiral Nimitz 
visited the therapeutic community; he dignified the effort by his 
presence, and his interest bolstered the morale of all concerned. 

As to the future of these therapeutic communities—it rests in 
the hands of dedicated men in and out of military service. The 
experiences gained in Doctor Wilmers community can easily 
be translated into a civilian setting and they should prove of 
inestimable value in the treatment of what has been called "an 
illness most difficult to bear." 

What will come of this work in the long run is for the psychi- 
atric historian to report, but in the meanwhile I am proud that 


the Navy Medical Corps had an important part in its launching 
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and pleased to note that this dedicated and humane effort. by 
Doctor Wilmer and his associates is in the great tradition of the 
Corps. 

Rear Apo. B. W. HOGAN, VI. C.., II. S. N. 

The Surgeon General 

United States Navy 


SURGEON GENERAL BARTHOLOMEW HOGAN 


INTRODUCTION 


Is presenting this book to the reader I should. perhaps first give 
some background facts about myself that. have particular rele- 
vance to the experiment in social psychiatry that it reports—the 
Oakland therapeutic community program. I am a psychiatrist, 
trained in psychoanalysis. Though the program was not itsell 
conducted as psychanalysis, the analysts understanding of the 
unconscious processes inevitably influenced my approach. 

At the beginning of World War II. I was myself a patient for 
almost a year in a tuberculosis sanitarium. I do not recommend 
this way of going about the process of unders 
nature, but nevertheless the experience did eive me valuable 
insight into the patients’ world. It also undoubtedly stimulated 
my desire to attempt. with psychiatric patients a modification of 
the group therapy that I. had employed successfully with tuber- 


anding human 


cular patients on my return to medical practice after my own 
hospitalization. 

In 1955, soon alter I began my 2-year tour of Navy duty, the 
Navy Department sent me to England, where I spoke on group 
therapy in tuberculosis and visited again, as I had five years 
earlier, Dr. Maxwell Jones at Belmont Hospital, Dr. T. F. Main 
P. Rees at Warlingham Park Hos- 


at Cassel Hospital, and Dr. "Te 


pital, all just outside London. At this time, as on my previous 
visit, I strongly felt that the principles being employed at these 


institutions marked a change in the concept of mental care that 


would be significantly felt sooner or later in the medical com- 
munity throughout. the world. 

On my return to the United States I was placed in charge ol 
the psychiatric admission ward at the Naval Hospital at Oakland, 
California. It was here that I instituted and conducted the thera- 
peutic community experiment that this book describes. I ex- 
1 ward staff how I planned to adapt the 


plained to the admission 
as to our ward, and with no further 


therapeutic community ide 
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preliminary preparation the program was begun. 

Later I was ordered to the Naval Medical Research Institute 
at the National Naval Medical Center, Bethesda, Maryland, to 
prepare a report on the project. The volume of data available 
for my purposes was almost overwhelming. From the first day ol 
the experiment I had made it a daily practice to write a full 
summary of each community meeting and each staff. meeting. 
I had also kept a detailed diary in which I had entered. the daily 
events on the ward and in the hospital and my analysis ol them. 
These records filled over 4.000 typewritten pages, and there 


were over 3.000 pages of case histories besides. I had also kept 
all seating charts of the meetings, all notices posted on the bulle- 
tin board, all lists of requests for interviews, photostatic copies 
of suicidal notes—in fact, every scrap of paper that could con- 
ceivably be helpful in evaluating the experiment had been pre- 
served. In addition, there were 133,000 feet of sound-motion 
films and tape recordings ol all meetings for one month. During 
the 15 months which I spent at Bethesda these materials were 
painstakingly reviewed and analyzed. They form the documentary 
basis for the observations and conclusions which this book 
presents. 

In presenting these observations and conclusions, however, 
I must emphasize that I make no claim to having innovated the 
ideas upon which the experiment was based. They have been 
borrowed from many people. The techniques employed were 
also borrowed, largely from Maxwell Jones, T. F. Main, and 
T. P. Rees, and modified to the special Navy hospital setting. 

Nor do I claim to have established definitive conclusive re- 
sults that can be measured and evaluated with scientific precision. 
It must be remembered that the ward on which the program 
was put into effect was first of all an operational part of a busy 
hospital. Patient care took precedence over all else; administra- 
tive responsibilities came next, and then research. Inevitably, 
with only one full-time psychiatrist on the ward, many research 
questions have been left unanswered. 

The purpose of this book, therefore, is not to urge the Oa 
program as a "model" for the mental hospital, but rather to 
report a scientific and human experiment as dispassionately as 


kland 
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possible, to define, classify, and describe, to isolate certain signifi- 
cant elements of the structure and process, and to subject them 
to such methods of evaluation as are on hand at this time. This 
is what was done, this is what happened, and this is how we 
conceived of what happened. Many of my inferences will surely 
turn out to be in error, but many will probably be valid. For 
the most part—since this was an operational, rather than a labora- 
tory research. project—I urge the reader to consider my findings 
as hunches. At this stage of psychology, sociology, and my own 
branch of medicine, and with the tools we had to work with, one 
could hardly ask for more. And this in itself was no small task. 
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I had the full cooperation of Captain O. E. Van Der Aue, 
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Psychiatric Association also helped me in various ways, and their 
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and the techniques I employed were largely adaptations of those 
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England. 


l. The full statistical and graphic analysis which. with the expert assistance of 
the Institute Staff. I prepared as basic background material on the Oakland 
experiment is far too extensive to be included in this book. However, it is to be 
published by the Navy as a separate report. to the Naval Medical Research 
Institute under the title, Practical Social Psychiatry. 
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You cannot get away from the accumulated suffering 
of mankind, or shake off the lesson that it should teach us. 


And that lesson is that what goes on in my neighbor's house 
concerns me. If let him go in need, I too may want. If he has an 
enemy, he will require me as a friend. If Nature is unkind to him, 
then I must be kinder. These are all simple things, known from 
time immemorial to any villager. 


o but a village, like a family house, still has a sacred place 
in the heart. Upon the level of this unit of humanity, we are 
successful... You need not bleed in the streets of a foreign town 
to fight for it. You have but to rank it, neighborly, beside your 
own—your lilac-scented, gray-roofed New England village, your 
white-blazing desert hamlet of abode, your plain, straight- 
streeted, honest town in the corn lands or the cotton lands .. .. 
The people emerge as triumphant, and the people—even in streets 
with an ocean running down the middle—must recognize one 
another as neighbors. 


lou 


Dosarp C. PEATTIE 


Immortal Village 


CHAPTER I 


SOCIAL PSYCHIATRY AND THE PROBLE? 
OF PATIENT MANAGEMENT IN 
THE MENTAL HOSPITAL 


“The most important single factor in the efficacy of the 
to be an 


treatment given in a mental hospital appe: 


intangible clement which can only be described as its 


atmosphere. 
“Too many psychiatric hospitals give the impression ot 
being an uneasy compromise between a general hospital 
and a prison . . . in fact the role they have to play is 
diflerent: from either: it is that of a therapeutic com- 
munity.” 
Expert Committee on Mental Health 
World Health Organization 
Technical Report Series. Number 73 


I is a truism, of course, that in the lives of all of us some 
incidents have had far-reaching influence on our later thinking 
and action out of all proportion to their importance in the sum 
total of our life experience. Such an incident occurred in my life 
Some years ago when I was a comparatively young and inexperi- 
enced psychiatrist working at a large state mental hospital in the 
Midwest. One evening just at supper time I received an urgent 
call to the ward, where I found a patient lying on the floor uncon- 
scious, blue in the face, and gasping for breath. Two attendants 
Were bending over him, and one of them told me, "He's choking 


On a piece of meat." 
ans to dislodge the obstruction, but without 


success, and I saw that a tracheotomy would have to be performed 
at once. A surgical set could not be found; so with only a scalpel. 
on my knees by the light of a flashlight, I performed my first 
tracheotomy. But it was too late: the man died there on the floor 


I tried by every me 


of the ward. 
[3] 
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As I stood beside the attendants over the limp dead body, the 
big gloomy ward stretched about me, with long rows of patients, 
some in restraints, sitting on benches lined against the wall, star- 
ing into space or silently, unemotionally watching. The moment 
had a bewildering, dream-like quality. Then a patient sitting 
near me said, slowly and ina melancholy tone, "It's been a long 
day for John Allen." 

"Is that his name?" I asked. 

“No,” he replied, "I'm John Allen." 

I walked away from the ward overwhelmed by the utter isola- 
tion of these patients, vacant-faced, forgotten, sitting like automa- 
tons through their empty endless days. No one seemed to belong 
to anyone or even to be anyone. The experience has remained 
fresh in my memory and has colored my thinking on patient 
management in all the intervening years. 

Another experience occurred a few years later at a rather 
expensive private sanitorium where | came to see a patient. As I 
was walking through the grounds, a desk lamp crashed through 
the glass panel of a door and fell at my feet. I walked over and 
looked through the broken panel into the room. There I saw four 
or five attendants beating a patient and forcing him to the floor, 
while a nurse and a psychiatrist stood by. The patient in terror 
kept screaming, “You're killing me!” 

Sickened and enraged, I protested to the psychiatrist; and, as 
a result of my protest, I later received a letter from the medical 
director of the sanatorium saying that he was sorry I had seen 
(sic) this unfortunate incident. "But," he continued, “such 
things, as you know, are bound to happen from time to time in 
mental hospitals." It was my conviction that such things should 
never happen in mental hospitals, and I reported the matter to 
the state authorities in a detailed letter. But, of course, no sweep- 
ing reforms resulted. The attendants, in this hospital and athe 
where, were still hired without any preliminary training for their 
jobs and with no basic requirements established by state regula- 
tion to assure even their minimum fitness. They were still under- 
paid, and no more a part of the patient's day than was John Allen. 


Over the years I realized incr asingly that deadly isolation and 


brutality are both bound to happen under traditional mental 
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hospital practices of patient management and that they are also 
bound to have seriously antitherapeutic effects. I resolved long 
ago that if I ever had an opportunity to run any part of a hospital, 
neither would have any place in it. 

A way by which they could be avoided with considerable ther- 
apeutic gain was made clear to me by visits to the therapeutic 
communities conducted by Dr. Maxwell Jones at Belmont Hos- 
pital, Dr. T. P. Rees at Warlingham Park Hospital, and Dr. T. F. 
Main at Cassel Hospital. 

The opportunity came when, on my tour of Navy duty, I was 
placed in charge of the admission ward of the psychiatric treat- 
ment center at the U. S. Naval Hospital, Oakland, California. 
During the 10-month period that I was officer-in-charge (July 
1955 - April 1956), the admission ward was operated as a ther- 
apeutic community. This book is a report on the program admin- 
istered and the results observed in this setting. 

The reason for reporting the Oakland. program, however, is 
not only a "humanitarian" reason, though the humanitarian 
aspects of the program are apparent. It is also to suggest that the 
therapeutic community plan offers practical aid in solving a criti- 
cal problem of our time—the problem of staff shortages in mental 
hospitals—with probably considerable therapeutic benefit to the 


patient. 


THE CONTEMPORARY MENTAL HOSPITAL 
PICTURE IN GENERAL 


Statistics on the incidence and cost of mental illness are almost 
too well known to warrant repeating. Over half of the hospital 
beds in the United States today are filled by mental patients, and, 
on the basis of present admission rates, one out of every ten per- 
sons will spend some part of his life ina mental hospital. 
In 1955 the cost in public funds of caring for our mentally ill 


in local, state, and federal institutions amounted to over one 


billion dollars; and this figure rises to approximately 3.5 billion 


dollars if such factors are included as construction costs for new 


mental hospitals, loss of patients’ earning power, and loss of in- 


come tax revenues. 
The grave shortage of trained psychiatric personnel with which 
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to meet the mental hospital problem has been well documented. 
The Commission on Organization of the Executive Branch ol 
the Government, in its report on mobilization and health power. 
expresses the opinion that lack of trained personnel—physicians, 
nurses, and other adequately equipped professional and auxiliary 
workers—is the most serious present hindrance to the proper care 
of the mentally ill. In terms of the minimal standards set by the 
American Psychiatric Association, the average state mental hos- 
pital today is understaffed by 40 percent in physicians, 66 percent 
in reoi 


stered nurses, 28 percent in attendants, 75 percent. in 
social workers, and 76 percent in clinical psychologists. 

Present requirements for psychiatrists are estimated at 
20,000. There are at present around 10.000 members of the 
American Psychiatric Association (including Canada), and the 
profe 


ion's net gain in numbers is approximately 400 per year. 
At this rate, it will take 90 years to meet. present requirements, 
and the population on which these requirements are based will 
have greatly increased by then. 
The Mental Hospital Picture in the Navy 

Orientation to the problem of patient management in the 
experiment to be described here requires some examination of 
the mental health problem in the Navy. 

During the 1951-55 period over 3 million sick days were attri- 
butable to psychiatric illness in the Navy as a whole. Whether 
this figure is considered in terms of dollars, human suffering, or 


military efficiency, the cost is astronomical. 

In 1955 alone, 9,341 Navy personnel were hospitalized for 
psychiatric reasons, the accumulated periods of hospitalization 
amounting to 432,896 days. In terms of diagnostic categories, 
the figure on sick days breaks down as follows: psychotic disorders 
—114,501 (86.4 days per patient); psychoneurotic disorders— 130, 


074 (44.3 days per patient); character and personality disorder 
174,308 (38.7 days per patient): disorders of intelligence—1,093: 
transient personality disorders—12,020. The average hospital stay 
per patient was 46.5 days. 

The maintenance cost of medical treatment facilities in the 
U.S. Navy for 1955 was $40,597,510.00. Only one diagnostic group 
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—accidents, violence, and poisoning—exceeded psychiatric dis- 
orders in total sick days amassed. Mental disorders accounted for 
more than 3314 percent of the separations from the service in the 
medical department—over one-third of all patients transferred to 
Veterans Administration hospitals for extended care. 


TABLE I 


VOLUME OF NEUROPSYCHIATRIC SERVICES AT U. S. NAVAL HOSPITALS: 


MEAN MONTHLY Ficurrs FOR CALENDAR YEAR 1955“ 


Bed Census Admissions? Consultations 
U. S. Naval Hospitals (monthly (monthly (monthly 
mean) mean) 


mean) 


l. Oakland 239 98 
2. Philadelphia 218 79 


II. West Coast Hospitals: 


3. San Diego 


4. Oceanside 


5. Corona 39 
6. Mare Island (near Nal Pages ult 
San Francisco) 33 31 31 
| 7. Bremerton 13 19 86 
III. Pacific Area. Hospitals: zer E 
49 89 377 


8. Yokosuka 


ES Tripler 3 - = 
= 10. Guam. E - 10 2 i a = mM ~ 
IV. Other Major Continental 
Hospitals: 
11. Bethesda 85 at as = NS zx 
TP 2. Portsmouth, 100 D |e £m Zi as z 
Iz. Camp Lejeune eee oe 83 a 


V. Total psychiatric services: | 
All above hospitals and EN 8 
15 Others : 1,397 985 I 4510 


From Monthly Summary Figures, Bureau of Medicine and Surgery. 


Ls, 
2. Includes neurologic cases in some hospitals. 
3. U. S. Naval Medical Unit, Tripler Army Hospital. 
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Yet these figures represent an improvement over earlier years, 
largely as a result of better screening of recruits. From 1951 to 
1955 the rate of discharge for psychiatric unsuitability at recruit 
training. stations more than doubled (from 14 to 37 per 100). 
This increase was paralleled by a substantial decrease in psychi- 
atric incidence, noneffectiveness, and invaliding. In 1955, as com- 
pared with 1951, the psychiatric incidence rate per 100,000 aver- 
age strength dropped from 1,394 to 1,055: the rate on sick days 
from 252 to 134; and the invaliding rate from 829 to 481. 

But still the hospital and service burden remains enormous.! 
The Navy maintains two psychiatric treatment. centers (Oakland 
and Philadelphia) and provides psychiatric services at 26 other 
Navy hospitals. During 1955 the average number of beds in all 
these installations combined was 1,397 per month, and admis- 
sions averaged 985 per month. The number of consultations with 
patients averaged 4,510 per month, or 414 per patient admitted. 
(See Table I.) 

The number of psychiatrists on active Navy duty during 1955 
averaged 149 per month (4.4 percent of the 3,410 medical officer 
total). As compared with 31.0 percent of all medical officers, 65.1 
percent of the psychiatrists were assigned to Naval hospitals.” 


SOCIAL PSYCHIATRY AS AN APPROACH TO THE 
MENTAL HOSPITAL PROBLEM 


Undoubtedly there is a serious problem of staff shortages in 
mental hospitals today, and the supply of trained psychiatric 


I. It is obvious that any modifications undertaken to decrease the social, human. 
and economic burden which these figures reflect would need careful consideration. 
A wide use of the therapeutic community plan of hospital management would, I 
believe, be a beneficial modification that would result in returning more men to 
duty and shortening hospital stay. But there is even more urgent need to extend 
psychiatric services into the field, to increase facilities and personnel devoted to 
preventing the need for hospitalization. Probably also an advantageous modifica- 
tion would be to assign a well-trained psychiatrist of high rank as area or fleet 


psychiatrist to work with commands in planning and organizing services and to 
ameliorate situations 


such as we observed where certain ships or certain areas 
seem to account for a disproportionately large number of psychiatric casualties. 

2. The remaining assignments were distributed as follows: Naval training com- 
mands—10.7 percent; Marine Corps activities—94 percent; retraining commands— 
4.7 percent; other activities—10.1 percent. 
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workers is not likely to increase spectacularly in the years imme- 
diately ahead. In view of this situation, new methods of patient 
management must obviously be found that will narrow the gap 
between staff requirements and supply by increasing the effec- 
tiveness of the existing staff. One such method is the therapeutic 
community technique of social psychiatry,? which, by bringing the 
patients into cooperation with the staff and with each other on 
problems of ward management, helps fill the gap while it also 
opens up new possibilities for therapy through social interactions. 
Wide use of this plan, I believe, would significantly help in solv- 
ing the problem which otherwise, with the staff functioning in 
traditional roles, seems hopeless of solution. 

‘The therapeutic community concept is not new in the history 
of mental treatment. But it began to be subjected to scientific 
scrutiny during and alter World War II. especially in England, 
following upon the work at the Northfield Military Hospital. 

In the therapeutic community the hospital is conceptualized 
literally as a form of community, of both patients and staff, and its 
pattern of life is designed to create an environment—a milicu— 
is possible the types of interpersonal 


that reproduces as nearly 
communication and action that exist in the outside world from 
which the patient has come and to which it is hoped he will be 
able to return as a useful member. Staff-patient and patient- 
patient relations take their form, like the relations of persons in 
world, from common membership in the social group 


the outside 
attends this membership. Lines 


and the mutual responsibility that 


is the scientific study of experience and behavior of in- 
Social stimulus situations arc 


3. “Social psycholog) 
ation to social stimulus situations. 


dividuals in rel 
and groups) and items of the sociocultural setting. 


composed of people (individuals 
(Sherif and Sherif) 

stimulus situations can 
Social psychology is an arca which the psychologist. 


So be classified under the broad headings of other 


ind cultural products. 


people 
anthropologist, ethnologist. 


and behavioral scientists explore in the 


sociologi 
laboratory or the field. 

social psychiatry is an area where physicians—qualified as trained psychiatrists— 
utilize selected contributions of social psychology. medicine, and psychiatry in the 


prevention and treatment of emotional and mental illness: in the rehabilitation, 
socialization. and acculturation of the sick. from any cause whatsoever: in the scien- 


tific study of etiologies, hypotheses. theories. and treat 
sider social. cultural and environmental factors) under ficld or ope 


th the collaboration of their colleagues. 


ment concepts. (which con- 


ing conditions 


wi 
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of communication are relatively free, and the community is given 
access to relevant information on the problems it jointly meets. 
The major formal device employed is the group meeting. Here, in 
an atmosphere of intimate, spontaneous, face-to-face interaction, 
both patients and staff can express their own feelings and needs, 
and hidden community tensions can be revealed and examined. 

The manner in which socio-environmental and interpersonal 
influences play a part in the treatment programs in the therapeu- 
tic community is described by Maxwell Jones as follows: “It 
would seem that in some, if not all, psychiatric conditions there is 
much to be learned from observing the patient in a relatively 
ordinary and familiar social environment so that his usual ways of 
relating to other people, reaction to stress, and so on can be ob- 
served. If at the same time he can be made aware of the effect of 
his behavior on other people and helped to understand some of the 
motivations underlying his actions, the situation is potentially 
therapeutic. This we believe to be the distinctive quality of a ther- 
apeutic community. Clearly there is the possibility of any inter- 
personal relationship being therapeutic or antitherapeutic. It is 
the introduction of trained staff personnel into the group situ- 
ation together with planned collaboration of patients and staff in 
most, if not all, aspects of the unit life which heightens the possi- 
bility of the social experience being therapeutic." 

Roles and Relationships. The basic departure of the therapeu- 
tic community from traditional plans of mental hospital manage- 
ment stems from its different view of staff-patient roles and rela- 
tionships. On the traditionally managed ward the role of the 


patient is to be sick. Staff attitudes are consequently based on the 
expectation of sick behavior. It is even possible that certain clini- 
cal syndromes or characteristic ways of behaving in a hospital 
environment are actually a response to this expectation. 

In the therapeutic community, in contrast, the role assigned to 
the patient is that of a responsible member of a social group, and 
the expectation is that his behavior will conform as nearly as 
possible to the norms of society. It is assumed that even the patient 
who, on initial contact, might appear dangerous will often 
become actively uncontrolled only if the staff reenforce his dan- 
Serous potentialities by acting as if something terrible might 
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happen. Therefore, in the community, staff fears are not projected 
into staff-patient relationships. Ihe expectation is, rather, that 
each member can and will exercise self-control, and staff attitudes 
toward patients are based on this expectation. As a result, pro- 
cedures are designed to foster self-control, rather than to impose 
controls from without. The use of locks, mechanical restraints, 
seclusion, punishment, and suppression of ideas and feelings is 
abandoned whenever possible. Such methods defeat the thera- 
peutic purpose of fostering the self-control on which acceptable 
modes of social behavior are based. 

The new role which the therapeutic community ass 
for the staff. In the conven- 


igns to the 


patient also necessitates a new role 
tional mental hospital organization, where their security lies in 
becoming rigid custodians, the staff may commonly be expected 
to treat their patients as things because they are also dehumaniz- 
ed units; that is to say, they are expected to achieve the impossible 
—to keep their temper with patients while getting little personal 
reward from their jobs. 

But if they work in a humanized unit, where their seniors treat 
them as people, they no longer have the need to retreat into the 
isolated position of the disciplinarian. Their identification with 
an uncaring authority will be replaced by an identification with a 
caring authority. If their own emotions are tolerated in discussion, 
then their patients’ emotions can be tolerated by them in discus- 
sion. If the leader cares, they care. (This fact may be particularly 
important in an organization such as the Navy, where leadership 
and identification with the leader are all-important.) 
superego based (as are such notices as "Keep 
ased (as, for example, in the rule of keep- 

driving along the road). Once the staff 
ased discipline, they in turn offer 


Discipline can be 
off the grass") or ego b 
ing to the right while 
themselves are subject to ego-b 
ego-based discipline to the patients. Psychopathologically, I think 
this is because of mechanisms of introjection and. projection. It 
they are forced by their superior to introject his guilt and con- 
tempt, they will in turn project it onto the patient. If they them- 
selves can be helped to tolerate their own internal disorder with- 
out being made to feel guilty and contemptuous, they will not 


project their own feelings of internal disorder, allied with guilt 
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and contempt, onto the patients. The treatment of the staff, there- 
fore, is all important. All this adds up to the fact that a ther 


peutic community is, first of all, therapeutic for the staff. The 
game of hunting the bad in an institution and finding it variously 
s replaced 


in the patients, in the junior staff, in the senior staff, 
by a process of seeking and finding the bad in oneself and thus 
denying oneself the luxury of the projecting techniques. 

The creation of an atmosphere in which there is benign tolera- 
tion of the bad and promotion of the good is primarily the respon- 
sibility of the psychiatrist. It is at the senior levels of the hospital, 
in the nuclear command, that such an atmosphere is generated. 
The dilemma for all administrators lies in creating a rigid, effec- 
tive, executive chain line of responsibility devolvement and at the 
same time offering real roles to real people in such a structure. 
The problem for administrative psychiatry is just this—how to 
maintain an efficient executive chain and at the same time allow 
the staff to think and to feel themselves to be human beings 
rather than units. (This, of course, is the same dilemma as faces 
all industrial, military, and political administrators.) I think the 
solution lies in clear definition of the social structure, coupled 
of all those concerned, so that the 
purpose and method of the social structure can be understood by 


with regular group meetii 


all to be an efficient, human organization, rather than a rigidly 
inhuman piece of unnecessary machinery, harsh, purposeless, or 
ill understood, 

Social Structure in the Therapeutic Community. & therapeu- 
tic community is one which has the declared purpose of being 
therapeutic for its members individually and collectively. This 
simple statement takes on significance once it is granted that the 
membership of the hospital community includes not only pat- 
ients, but staff, with rights co-equal with patients to receive benc- 
fit from the community and to join with them in owning feelings 
and needs, in laying bare and examining hidden community 
tensions, in fostering and maintaining optimal relations with 
others, and in formulating codes and procedures and bearing 
responsibility for carrying these out. 

The fact that both staff and patients may be granted co-equal 
rights as human beings in such a community in no way implies 
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co-equal function or role status. It cannot; for hospitals are not 
democracies run by elected representatives of the community, but 
hierarchies whose senior members are appointed to their roles of 
authority by extra-hospital super-authorities and who carry in- 
escapable responsibility to these super-authorities for the total 
work of the community. Authority in the hospital is therefore 
both necessary and inescapable. Although powers and responsibil- 
ities may be delegated for operational purposes to other members 
of the community engaged for such purpose, there can never be 
final renunciation of responsibility by the hierarchy. No amount 
of permissiveness, group discussion, consensus-seeking, joint con- 
sultation, or freedom of expression can obscure this fact. Authori- 
tarianism, an emotionally determined method of exercising au- 
thority, is one thing; it crushes by penalties all opinions save that 
of the one, ignores the feelings. wishes, and judgments of sub- 
ordinates, yet demands obedience and conformance to an ideal of 
goals, tasks, and method decided by the senior authority, with 
rewards and punishments following automatically and without 
exception. But authority is another matter: it implies responsi- 
bility accompanied by sufficient power to discharge it. 

It is the way in which authority is used that distinguishes the 
therapeutic community. Here the person in authority makes 
an inexorable demand of an unusual order, which is this: while 
he is ready to lend the community his professional skills, the 
administrative fiat, 


community is not to expect him to solve by 


ex cathedra. pronouncements, or punitive disciplinary measures 
those of its problems which are created for it by its own unruly 
Members: instead, it should join with him in regular discussions 
to identify and clarify such problems, to lay bare the nature of 
the tensions both personal and interpersonal that give to 
can be modified; 


aff, and his 


11 


these problems, and to decide if and how these 
and in all this the authority demands for himself, his st 
patients, not co-equality of power or responsibility or role-status, 
but co-equality of human rights in such matters as opinion, feel- 


ing, and need. These authoritative demands are neither small nor 


few, and are no simple matter for staff. 
With a well-ordered society which has the sole aim of keeping 
the status quo, as with a well-functioning personal super-ego in a 
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single individual, a great deal of immediate mental economy is 
achieved; traditional solutions are automatically and unthink- 
ingly applied to the problems of living and feeling: disorder 
(anxiety, doubt, worry, and disturbance) is avoided by the appli- 
cation of these solutions and peace is maintained. Badly disturb- 
ing elements are banished, walled-off, attacked, deadened or 
drugged into silence; the problem they present is disowned and 
there is little anxiety. 

This method of dealing with problems, either by an individual 
or by a society, has, however, certain disadvantages. The disturb- 
ing elements are deadened but not killed by such treatment, and 
the problems created by them need the continued maintenance 
of suppressive and repressive measures, chemical, physical, or 
emotional, perhaps with increased ferocity as need arises, if peace 
is to be preserved for the remainder. Sometimes this method leads 
to a situation where so much of the energy of the respective 
individual or society is required to maintain order that there 
is little to spare for any other activity. No state where too much 
of the citizens’ time is taken up by police activities is using its 
resources well. Nevertheless this method is, in the short run, 
economical of effort, thought, and anxiety by the management. 
It is "safe and sure" but not very productive. 

Another method of dealing with a disturbance by fri 
disturbing, or intolerable elements is to avoid the application 
of automatic tradition-hallowed solutions and to undertake the 
work of thinking out for each instance the solution which will 
produce the least iension-full situation for all. This requires the 
recognition by all of the legitimate needs of each. This method 


htening, 


of dealing with problems, by contrast with the first, is neither 
simple nor automatic; it requires the toleration of strain and 
anxiety while the solution is being sought by hard mental work, 
and it is expensive of effort because a fresh solution has to be 
worked out for each problem that arises. It is never-ending and 
on-going; and although it does not consume the energy of the 
community in maintaining impositions, it cannot be rated as 
simple, casily applied, or economical of thought. Its merit lies in 
the fact that by permitting expression of individual specific 
judgments and providing guidance of a thoughtful order for all, 


SOCIAL PSYCHIATRY IN ACTION 15 


it makes not for strained peace, but for more or less optimal 
relations with more or less harmony, full freedom of action to 
none, but some satisfaction to all. This type of management is 
suitable for certain social disturbances and situations; psychiatric 
illness appears to be one. 

In a hospital this method. requires of the staff a capacity to 
tolerate their own anxiety in the face of disorder in a patient, 
and not to seek to crush the disorder, but rather to explore 
fully together with other members of the community (each other 
and the patients) the nature of the problem it presents for all, 
to expose the echo it creates in their relations with each other 
and thus to help the community (including the staff) to increased 
awareness, not only of points of view of its members, but of the 
nature of the problems it faces. This increased awareness can 
now lead to actions based on the authority of knowledge, and 
on concern rather than fear and intolerance. 

The first type of solution gives great security to the staff. It is 
true that when roles within the hierarchy are rigid the staff have 
little need for personal thought and initiative, but the staff know 
Where they are; their tasks, though narrow, are defined clearly 
and they can use solutions to problems in their work ready-made 
by those set above them. The untoward wishes of those below 
them in the hierarchy—the patients—are not very important 
except to be noted rather as is clinical behavior. The patients 
aff behaves 


have to fit the system, somewhat as things, and the st 
as if it is there to treat a half-thing—a patient—rather than a 
living creature of the same order as themselves. (Informally, 
and informally sanctioned, the staff may frequently make human 
contact with their patients, but this is not clearly within their 
arded as wise and humane but not in- 


professional role. It is reg 
The staff is thus secure and 


herently a professional technique 
assured, somewhat dehumanized, 
disciplined and fairly effortless fashion. 
atients, but can. keep the peace by its strength, 
which vary from 


but it can work together in 
It handles somewhat 


dehumanized p 
authority, and. by its authoritative treatments, 
medical treatments to disciplinary measures. 
The second type of solution gives the staff no security of this 
kind, but it offers compensatory satisfactions. They need no 
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longer behave automatically but have a right to discuss their 
“ews and feelings in daily meetings with patients and other stall. 
Their personal viewpoints are no longer matters to be concealed 
behind a professional role, but are legitimate human property. 
In these daily meetings they have the right to fecl, to contribute 
rded as a 


and argue a Viewpoint, and to expect it to be reg 
significant element in the communitys emotional and intellec- 
tual wealth, They can air views, extend comfort, praise, criticism 
to their fellows openly and without hiding these behind a facade 
Of professional propriety, charity, discipline, and other forms ol 
strainful virtue. They can in turn obtain support or discipline 
lor their views and the testing of social reality for their feelings 
by staff discussions and community meetings. Their own diffi- 
culties with patients are not viewed in this system as matters ol 
incompetence on their part or of blame for the patient but of 
daily study by them and others. They can become alive and so 
utilize and make fruitful their human resources in stall 
discussions, 

Participation in the thinking-through of staff policies not only 
allows all to bear better the. frustration. ol impulses demanded 
by daily work but actually to enjoy the capacity to bear strain 
in the service of a community policy and to share their achieve- 
ment with a team. They do indeed move from a situation ol 
being minor executives of a policy decided from above, to one 
where they can daily contribute to the policy and be disciplined 
by a living on-going process. 

The freedom of discussion in the community or staff meetings 
should not be confused with the situation outside these discus- 
sions, which contains clear staff roles, allotted tasks and duties. 
and defined powers and responsibilities for all. Now the com- 
munity has to go about its domestic tasks according to the policies 
already formed. It is true that the way in which these tasks will 
be performed may have been much modified by community and 
Staf discussions: but between discussions the individual, staff o 
patient, bears responsibility for tasks which he cannot escape. 
His difficulties and triumphs he can share tomorrow with others, 
but for the time being he must do the best he can to fulfill 
his function. On the other hand he can know that he will be 
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supported in his tasks by the community to which he belongs 
and which in part belongs to him. 

In community and staff discussions in the therapeutic com- 
munity the staff member who handles patients achieves a new 
importance derived now not only from his staff role but from 
the human resources within him. His identification with the pur- 
poses of authority now leads to the work-a-day ethic that just 
as he is allowed his feelings and thoughts as important contribu- 
tons so he will allow feelings and thoughts to his patients. His 
patients in turn can relate to him as a human being for he is no 
longer merely the representative of an authority system. 

The point can hardly be made too strongly that before the 
staff can accord. the patients the right to have their feelings 
tolerated. and puzzled over with sympathy and ego-based disci- 
pline, they themselves must have had the experience of working 
alongside staff authorities who accord this right not only to 
patients but to them. All this adds up to the single axiom that a 
therapeutic community is therapeutic in the first place for the 
staff. The on-going experience of having their own work-day 
Experiences, doubts, anxieties and opinions tolerated, valued, and 
Worked over in daily staff group discussions about their com- 
ercise of their human resources 


munity leads in them to fruitful ex 
and to a discipline based on social rcality directed towards a task, 
the rescue of their patients from retreat from reality. The very 
atmosphere of the community springs in the first place from the 
stalf, and it is in the handling of their potential that the author- 


ity of the therapeutic community is on test. 


THE OAKLAND THERAPEUTIC COMMUNITY 
EXPERIMENT 

The therapeutic community technique is not proposed here 
as a panacea for all the ills that beset the mental. hospital. 
Its use at Oakland, however, was indisputably an effective aid 
in patient management. The program at Oakland was conducted 
On a busy admission ward which had previously been managed 
by conventional hospital practices. employing restraints, large 
amounts of sedation, and seclusion as methods of control. Such 
methods were discontinued. Yet behavior improved dramatically. 
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Serious violence disappeared entirely. This does not mean that 
no blows were struck by any patient in the the rapeutic com- 
munity, for sometimes it became temporarily impossible for a 
disturbed patient to control himself. But such episodes were 
of short duration and were modified by the community itself. 

Since our patients remained on the ward only while awaiting 
transfer to the wards where intensive therapy was to be given, 
no pretense at enduring cures is of course entertained. But that 
the social process exerted a powerful force in modifying symp- 
toms, as well as in controlling behavior, will be documented. 
(Naturally long-term critical follow-up in controlled similar 
experiments is essential for the evaluation of this type of work.) 

The program was administered with the aid of an unselected 
staff, assigned in normal rotation to the ward without prelimin- 
ary indoctrination or training and in no greater number than 
previously. 

Alter an initial period of apprehension at no longer being able 
to employ the customary devices by which patients are managed 
in the conventional hospital, the staff found the new methods 
of dealing with patients more challenging and more satisfying 
than the old. There was far less staff frustration and discourage 
ment and far more interest in caring for the patients. For prac- 
tical purposes, the rigid 8-hour culture quietly went out of 
existence on the ward. The staff stayed beyond working hours 
entirely on their own initiative if the needs of the patients re- 
quired it, although this was not frequent. The best human 
qualities of the staff emerged for the benefit of all when their 
relationship to the patients was conceived of in different terms 
than custodial, and mutual trust and respect between patients 
and staff replaced fear. 

No attempt was made to separate completely administrative and 
therapeutic roles of the ward psychiatrist. But the program greatly 
simplified administration of the ward and therapy was made 
available to all in an unconventional method of management. 


The setting of the Oakland program, it is true, was a very 
ion ward of a Navy psychiatric treatment 


special one—the admi 
center. All of the patients were male: most of them were young 
and most of them were in their first major illness; all of them, 
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and also the staff, belonged to a military service and thus shared 
a common culture. The situation, therefore, cannot be considered 
à representative mental hospital situation in these respects. Yet 
in some important respects it was quite representative. Like most 
mental institutions we had to deal with large numbers of patients 
without a large staff of trained professional workers. Like the 
state hospital, in particular, we also had to accept all patients 
sent to us; there was no opportunity to transfer them to another 
institution for any reason whatsoever. Almost half the patients 
with whom we dealt were psychotics (44.4 percent), and many 
of them were very sick. 

With variations and adaptations to particular cultural situa- 
tions in particular patient samples, therefore, the method em- 
ployed at Oakland might serve as a plan for other mental hospitals 
faced with similar problems. 


Control in the Oakland Therapeutic Community 


In any mental hospital "control" is an essential factor in the 
care of patients. Indeed the mental hospital's very existence is 
predicated on society's need to establish control over its sick 
members as a safeguard both to itself and to them. The question 
then is not whether control should be established, but what form 
it should take—whether it should be mainly imposed from with- 
Out or fostered within the patient himself. 

The ultimate objective of the therapeutic community is self- 
Control, rather than imposed control, and the technique em- 
ployed for attaining this objective is a technique of social readjust- 
ment and acculturation. The underlying philosophy is that the 
Social process is capable both of modifying behavior and effecting 
Clinical improvement by giving the patient the incentive to con- 
trol himself and by developing his ability to do so. 


Yet without some outer controls, without clearly and consist- 


ently set "limits," without the tools of the trade known as 
therapy (whatever variety), self-control cannot be realized in 
the acutely ill mental state. 


In the Oakland therapeutic 
controls of mechanical restraints and 


community we totally discarded 


the conventional hospital 


seclusion rooms, and we made only negligible use of barbiturates, 
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But our controls were several: 

(1) The outer door of the ward was locked.“ 

(2) The most hyperactive psychotic patients were given atar- 
actic drugs. 

(3) The staff served as a humane and human control. 

(1) Daily community meetings of patients and stalf (a variety 
of group therapy) exercised a real social control. Even the sickest 
patients. were expected to sit and behave and if possible talk 
in the meetings. 

(5) Daily staff meetings served to relieve stall anxiety and 
fear and to give deeper understanding of how the patients’ 
self-control could be fostered by the staff during the important 
other 23 hours of the day on the ward. 

(6) The military culture, of which staff and patients alike 
were a part, fostered an esprit de corps that was utilized as an 
influence for self-control. 


(7) The availability of the doctor to all patients for individual 
interviews upon their written request created a spirit of coopera- 
tion and sell-observation that stimulated efforts at self-control. 

() Finally, and perhaps most important, was the staff's mani- 
fest expectation of appropriate behavior and self-control on the 


. While it was obvious to me that the ward could have been operated unlocked 
under the existing conditions, there was no clear reason to make a revolutionary 
change in established Naval policy in this regard. For purposes of the experiment. 
in fact. it was felt undes 


rable to set up too exceptional a situation, for no matter 
how successful it might have been, its results would have carried less conviction. 
d, we might have felt 
rds, particularly patients 


Moreover, had we operated on an open receiving v 
pressure to transfer very psychotic patients to the closed wa 
given to wandering off the ward. The very strength of the hypothe 
our observations rests on the fact that patients were nol transferred to other 
wards because they were unmanageable in the therapeutic community. Another 
ble was that, since there were still 


s drawn from 


reason why the change was considered inadvi à 
ric wards in the hospital. it would have been confusing for 
red from an unlocked admission ward to a locked treatment 
But, most important, it was not 


other locked. psychia 
patients to be transfe 
ward as they "progressed" in their hospital care. Ho n$ : 
the freedom of the unlocked door but the freedom of spirit and the milieu behind 


the locked door that mattered. 
s a current trend related to wider developments. How it is used 
tis not in itself good. It is not new. In 1873 two mental hospitals 


The ‘open doo 


is what matters; ap 
in Scotland had a reputation for their open door policies, and the annual report 
of the Scottish Board of Control (1881) made a plea for more active use of the open 
door system by mental hospitals. but by 1890 no further mention was made. 
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part of the patients. Patients not only sensed that they were 
expected to have self-control; they were indeed often told so. 

But they could see from the operation of the ward what was 
never put into words to them: Patients had a right to dignity 
and self-respect, and this right would never be violated in patient- 
staff relationships on the ward. Their welfare was the paramount 
consideration. 

As this report will make clear, the history of the ward was not 
without critical times. There were belligerent and hostile 
patients, and there was angry and bizarre behavior. The crucial 
point, however, is that a milieu was created that permitted re- 
covery, rather than driving patients deeper into insanity as, 
actices frequently do. Our 
who were sick, but whose 
ay impaired 


unfortunately, conventional hospital pr 
patients were treated as normal people 
human right to dignity and self-respect was in no w 


by their sickness. 

The therapeutic commun 
therapy in any authoritarian sense. 
attempt was made to separate rational authority from psycho- 
therapy.) But this form of treatment does help to bring about 
a sense is the goal of psychological 
of course, to reduce the load 


ity is a far cry from being repressive 
(On the other hand, no 


successful repression, which in 
treatment. The goal of analysis is, 
sions by bringing into consciousness the material behind 


| making those repressions 


of repre 
certain childhood repressions and ther 
unnecessary. 

In a sense, the therapeutic 
and suppression, for from one point 
ain impulses, and in 
But the conditions which bring it about 
in the therapeutic community are totally unlike the traditional 
measures of psychiatry. Our results 
can be attributed largely to 


community also fosters repression 
of view all adaptation re- 


quires repression of cert hibitions are a neces- 


sary part of social life. 


repressive and suppressive 
in modifying patients’ behavior 
social forces. The type of confrontation with reality which the 
community affords and the necessary anxiety attendant upon it 
do not favor fantasy play with the object of disclosing deep con- 
flict areas and interpreting them. What we tried to do was to 
bring some things into the open, offer relatively free channels 
of communication, and thereby permit the maintenance of other 
repressions without too big a 1929769 BRE 80 
; à Y 
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CHAPTER II 


THE OAKLAND ADMISSION WARD 
AND ITS SOCIETY 


Sapius est initium mederi, quam fini.* 

The Adagia of Erasmus 
"Tis admission ward at Oakland was a 34-bed locked ward. The 
building itself was a frame structure of the temporary type that 
was rapidly built for military use early in World War II. In con- 
trast to a few elaborate mental hospitals it was a poor, poor cousin. 
But it always seemed an adequate physical plant and indeed quite 
a desirable one for the sort of study we chose to conduct. At no 
time did we wish to transport our patients to elaborate wards. 
There was a homely feeling about the place as if it was not too 
far from whence they had come and not too far from where they 
were going. 

At times there were serious shortages of corpsmen and nurses 
and, while at some periods I had the assistance of an intern or 
resident, for the most part I was the only physician on the ward. 

There were frustrating times too when for months, for ex- 
ample, we had only hopelessly dilapidated athletic equipment 
because there were no hospital funds with which to buy new. 
Difficulties of this type sometimes posed serious hardships, but 
they were not insurmountable ones. After all, in a ship at sea the 
crew faces the sea and the winds as they come, favorable or un- 
favorable. So did we in the therapeutic community. Frustrations 
were part of the reality situation that the patients had to learn to 
face and, if necessary, to accept. Such problems were dealt with in 
the community meetings with sometimes an appropriate show of 
resentment, but without any unmanageable degree of it. 

THE PATIENT SAMPLE 
During the 10-month period of the experiment, 939 patients 


* z MET 
It is better to doctor in the beginning than at the end. 


[29] 
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were admitted to the ward from the area which the Oakland 
psychiatric treatment center serves — the West Coast Naval and 
Marine installations, the Pacific fleet and islands in the Pacific, 
and U. S. Naval hospitals on the West Coast and in the Far East. 
N Eun ENSE. of exa group iv. a follows: 
; r percent (of w hom 91 percent were schizophren- 
ics); psychoneurotics — 26.6 percent: patients with character and 
personality disorders — 28.3 percent (Graph 1, Appendix D). 
Patients suffering from acute situational maladjustment comprised 
the remaining 0.7 percent. All diagnoses reported in this book 
are those following completion of psychiatric evaluation. 

A detailed statistical study of a smaller sample of ¿ 
revealed the following additional facts: Navy personnel made up 
68.8 percent of the sample and Marine Corps personnel 31.2 per- 
cent. In terms of the duty stations from which the men had first 
been admitted to the sick list, 18.2 percent had come from shore 
duty within the continental United States, 33.9 percent from sea 
duty, and 47.9 percent from foreign shore duty. The proportion 
5 percent; the remainder were en- 


6 cases 


ot officers in the group was 2. 
listed men (rated and nonrated) and noncommissioned officers. 
s 3 years. In marital status, 64.3 
30.9 percent married, and the 
al attempts had. been made by 
ly prior to their hospital- 


The median length of service wa 
percent of the group were single. 
rest separated or divorced. Suicid 
11.9 percent of the patients immediate 
ization. 

At the end of their stay at Oakland, 82.8 percent of the patients 
were separated from the military service; 14.4 percent were re- 
turned to full duty and 2.8 percent to 6 months limited duty as a 
sort of trial test of their recovery- 
group were still considered 100 perce 
Veterans Administration Hospital care. 

The Psychotic Sample. In comparing the psychotic sample 
with other schizophrenic samples, the fact that it is weighted in a 
certain manner should be kept in mind: 

(1) All the patients were males. 

(2) All had been selected for a military service either voluntari- 
ly or through the draft (or the pressure of the draft). 


(3) All had been screened for 


Approximately one-third of the 
nt disabled and eligible for 


physical and emotional defects 
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at induction centers. Though the psychiatric screening was 
variable, the sample nevertheless represents a cross section of 
“healthy young American males.” 

(4) They had recently experienced a new type of training and 
social experience under relatively uniform conditions as to age, 
diet, and living conditions. 

(5) Except in a few instances of fraudulent enlistment, all were 
experiencing their first recognized psychotic break. (This fact 
may give the Oakland experiment special significance in evaluat- 


ing the uses of the therapeutic community technique. Numerous 
group therapy projects have been concerned primarily with the 
treatment, rehabilitation, and socialization of the chronic, long- 
time mental patient. The highly crucial early period of hospital- 
ization with which this study deals has hitherto been a somewhat 
neglected area.) 

(6) Many had had difficulty adjusting tọ the conditions of 
military life — life aboard ship, life on the Pacific Islands with 
cultural conflicts, separation from home, et cetera. Thus a certain 
number had rapid spontaneous remissions when removed. from 
their stressful situations. 

(7) An acute schizophrenic break in a military organization is 
often less malignant than the breaks ordinarily seen in civilian 
psychiatric hospitals. One reason for this is that similar psychotic 
breaks might have gone unrecognized and untreated in civilian 
life, where medical care would not have been mandatory. From a 
Management point of view, however, many of these transient 
acute psychotic breaks were more extreme and were accompanied 
by greater excitement than the more slowly evolving and malig- 
nant chronic varieties. 

(8) Comparison of this sample (or of the neurotic sample) 
with wartime psychotic (or neurotic) samples should be made 
with great circumspection. The catastrophic effect of the contin- 
uing reality is a different order of thing, though related. 

Types of Illnesses in the Patient Sample. Vhe admixture on 
the ward of various types of mental illnesses is shown in Graphs 
l and 2 (Appendix D). based on the 576 representative cases that 
were subjected to detailed statistical analysis. 

The problems to be encountered with the psychotics and the 
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neurotics could be anticipated from past experience; and the 
problems with the "psychopaths" could be anticipated from 
Maxwell Jones’ experience with them in the therapeutic. com- 
munity. But the admixture of the three in one group would 
create special problems, particularly because of the character dis- 
order patients. 

Certain problems we anticipated: 

(1) The character and. personality disorder patients, particu- 
larly the aggressive and the passive-aggressive ones, would be 
provoking to the staff and to certain psychotic and psychoneurotic 
patients, especially the immature, the latent. homosexuals, and 
the less aggressive psychotics. They would attempt to manipulate 
staff and patients and would have a conscious or unconscious 
desire to "make them perform" as they expected; they would 
exacerbate the symptoms of patients whom they were able to 
disturb. 

(2) The passive-dependent, the inadequate, the schizoid, and 
the emotionally unstable patients would run the risk of becoming 
sicker, at least socially and symptomatically, in the intimate lock- 
ed-ward association with the more aggressive character disorder 
patients and the schizophrenics who manifested the more fright- 
ening types of psychotic symptoms. 

(3) The character and personality disorder patients as a group 
would be unwilling to accept their status as mental patients and 
attempt to use the community as a 
Navy in general and against 
and fantasied, that had 
Their suspiciousness and 


the locked ward, and would 
device for retaliating against the 
society for maltreatment, both real 
aroused their resentment and hostility. 
Underlying paranoid ideas would lead them to doubt the sinceri- 
ty of the staff, and this doubt would be overcome only by experi- 
ence on the ward. (For them particularly “seeing is believing.”’) 
Many in disciplinary status awaiting brig sentence would feel 
doubly punished by being marked as “psycho.” 

community functioned admirably with 


But the therapeutic l 
1g degree of sophis- 


of them showed an amazit 
to help each other. While this was 
of the character disorder patients 
ward for about a week and 


this group, and some 
lication, dignity, and desire 
Observed with only a portion 


— for, after all, they were only on the 
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a half— the fact that social improvement did occur with some 
had a dramatic effect on the other “psychopaths” for their ranks 
were broken. Repeatedly it was observed that the psychopathic 
clique with its contempt for others, its effort to manipulate, to 
disrupt and fragment the community, lost its punch when one or 
more of its members fell away and openly or tacitly joined the 
group. This happened without any show of rejoicing by the staff 
or interpretation to the group. They would see that the staff dis- 
approved of their behavior but did not despise them because of it. 
They were not punished but welcomed in a friendly, firm, and 
consistent manner, although limits were set on how they could 
behave in the community. Unprepared for this attiude from their 
past social experience, they occasionally became depressed, fell 
into a sort of quietness and believing-disbelief long enough for 
them to disarm themselves and for other patients to manifest 
warmth and interest. 

The more hostile, threatening, aggressive character disorder 
patients found. themselves not only without an ally but openly 
questioned and disapproved by the group, and where, under less 
controlled circumstances, overt or subtle retaliation would have 
been possible, they lacked the courage or the ability to confront 
these people in open defiance. Moreover, they found that. the 
"legitimate gripes" about the Navy met a sympathetic audience 
while their more global hostility was either silently or verbally 
rejected. 

To their surprise an esprit de corps actually existed in a 
mental hospital ward where belonging in a deeper sense was 
important. On some occasions in meetings their venomous attacks 
on the service were met by a testimonial type of response in praise 
of the Medical Department or the Navy, especially by older rated 
enlisted men, chiefs, sergeants, and officer patients, who enjoyed 
a certain status on the ward. 

They knew where they stood and what they could expect at the 
hands of the staff, They knew that like others they would, if 
necessary, be protected from unwarranted hostile attacks and, 
above all, they knew that "the doctor knew" and at least partially 
understood their plight and accepted it as an illness. 

Moreover, they saw desperately psychotic patients improve and 
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even relinquish or change their symptoms, just as the others saw 
the “bad men" become tractable. It was this quick tempo of 
change, occurring often enough to be in the memory of at least 
some members of the community at all times, which gav i 
tone of hopefulness and interest the meetings and 10 life D 
ward. A situation existed where the “outsider” was the person 
who himself closed the door. 

An element of surprise also favored us for the “psychopath” 
was taken aback by his care. He did not believe that the quiet 


room was not used; he mistrusted us and expected punishment. 


When his disbelief was shaken he sometimes reacted as if this 
were the way he had secretly hoped to be treated. Thus he found 
dignity in a situation where he had expected only greater humili- 


ation. Being was belonging. 


ADMISSIONS AND TRANSFERS: 
THE CHANGING SOCIETY ON THE WARD 


number of admissions are shown for 
sh 3, and the day-by-day transfers 
are shown for 4 months in Graph 4 (Appendix D). The stay on 
the ward was arbitrarily set at 10 days: and if this policy could 
the peaks on transfers would auto- 
on admissions, with a 10-day lag. 
for the following reasons: (1) 
ansfers were made on Satur- 


The daily variations in the 
a full 8-month period in Gra] 


have been strictly adhered to, 
matically duplicate the peaks 
But no such precision was possible 
As a matter of hospital policy, no tr 
days and Sundays, when the doctors were off their wards. So 
patients whose tenth day fell on the weekend had to be transferr- 
ed on Friday or Monday; the bulk of these transfers were held 
over until Monday because other wards did not like to receive 
9) Sometimes patients had to be kept on the 
lays until bed space was available 
» be transferred short of 
able on the admission 


patients on Friday. ( 
admission ward beyond the 10 c 
Sometimes they had tc 
; make bed space avail 
were made in strict. order of 
be made precisely on a 10-day 
and transfers, therefore, do 


on other wards. (3) 
their 10-day stay tc 
ward. Thus, though transfers 


rotation, they could not always 


schedule; the patterns on admissions 


not exactly coincide. 
There were, on the average, three admissions and three trans- 
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fers per day, and the population of the ox erlapping groups was a 
constantly changing one (see Graph 5, Appendix D). In such a 
situation the cultural patterns and values would be carried on by 
a process of conscious and unconscious transmissive education, the 
"older" members being the culture bearers. 

Arrivals. Navy personnel in the Oakland-San Francisco area 
were admitted to the ward directly from dispensaries or alter 
a short stay in station hospitals, and some patients came directly 
from the fleet in the San Francisco area. Others came from Nav y 
hospitals in the Far East or the Pacific Islands, from units ol 
the Pacific Fleet, and from West Coast Navy hospitals. (See 
Graphs 6, 7 and 8, Appendix D.) 

At first some patients from overseas came via hospital ship: 
later, however, the hospital ship was decommissioned, and all 
such patients came via air evacuation flights. We were rarely 
given advance notice of their arrival, and we had to be always 
prepared. Though on occasions all 34 beds on the ward were 
filled, we attempted to keep 10 beds available at all times against 
an emergency influx of patients. 

Most patients were brought to the hospital itself by bus, 
though à few arrived by other transportation. under orders to 
report to the hospital. They frequently arrived in restraints, and 
the majority were sedated. (Graph 9, Appendix D.) Often 
patients were surprised and angry at finding themselves admitted 
to a locked ward, having been told only that they were being 
sent "to the hospital." Many patients in disciplinary status arrived 
under armed Marine guard, here to be evaluated and either 
transferred to the hospital brig operated by the psychiatric de- 
partment or to remain on the locked psychiatric ward. 

Stay on the Ward. Previous to the establishment of the thera- 
peutic community the operation on the ward had been, as I saw 
it, primarily an emergency holding and sorting operation. There 
had been little active. organized therapy except as individuals 
needed or perhaps demanded it. Patients were kept on the ward 
for various lengths of time, ranging from a day to 3 or 4 weeks. 
and the lack of any systematic plan of transfer aroused consider- 
able anxiety and jealousy. 

At the outset I established a definite period for the stay on 
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the ward. The patients thus had the assurance that they would 
leave the receiving ward in systematic rotation and that their 
period of stay would be relative to that of others. No one would 
be rewarded or penalized in this regard. because of his behavior 
on the ward. In addition, patients who clearly did not need to 
be on a locked ward were immediately sent to an open ward. 
After the therapeutic community had been in operation for 6 
months, an open receiving ward operated along similar lines 
was established in the hospital. Thereafter we sent it an addi- 
tional number of the less seriously sick patients immediately 
These included patients 


upon their admission to our ward. ( 


about whom there was still some slight doubt, and the period 


of observation on the open receiving ward was used to determine 
whether they could be transferred to an open ward for their 
therapy.) Thus during the last 4 months of the program our ward 
ry sick patients. But some 


was composed predominantly of ve 
ed ward if an initial 


patients who would have been sent to à clos 
decision had had to be made improved so dramatically during 
their 10-day stay that they were able to go to an open treatment 
ward. This served one of the important functions of our ward. 
No patient was transferred to another ward because he was too 
to handle in the therapeutic com- 
nt was transferred after a week 
, and one psychotic 


assaultive or too dangerous 
munity. One very psychotic patie 
to a closed ward for electric shock treatment 
to ease a social situation 


officer was transferred after a week i 
which had developed on the ward. Other than these two cases, 
transfers were in rotation except for occasional patients who, 
it was felt, should obviously be transferred to an open ward before 
over and at such times as there was a 


the 10-day period was 
us no leeway for possible 


flood of admissions which left 
emergencies. 


The fact that the patients stayed on the ward for a short period 


undoubtedly was an additional influence operating to foster 
self-control. This was not only because people have a way of 
holding together rather successfully for known short periods of 
nts were aware—especially the non- 


time, but because the patie 
to an open or a closed 


psychotic ones—that whether they went 
treatment ward depended upon the evaluation of their behavior 
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during this time. 

My exercise of administrative authority in determining which 
patients were to go to closed wards inevitably caused some anger 
and resentment. But this was a matter that had to be faced 
up to. Actually, however, because the decisions were made on 
the basis of sickness alone and had no punitive quality, there 
was not a single instance of serious resistance to them. 


WARD ROUTINES 


The patients on the ward came from a group situation in 
which obedience, behavior, the fulfillment of orders, the use 
of chain of command were a part of a somewhat rigid organiza- 
tion. This very orderliness of the life in which they had been 
casualties was utilized on the ward for their recovery. 

The deck of the ward was always swabbed and nearly always 
immaculate despite the nature of the patient. sample—rather, 
I should say, by courtesy of the patients. Cleanliness, orderliness, 
and neatness on the ward, as in a ship or as in a favorable child- 
hood environment, are important. If things in the small universe 
of the patient are in order, perhaps emotions and disordered 
thinking can also find their proper pigeonholes. ; 

The neatness of the ward was possible because of the patients 
work details and because of the weekly Field Day, when they 
turned the ward inside out in preparation for inspection. Work- 
ing together as a crew with the active participation and guidance 
of the staff was a form of social work therapy. And the patients 
who were less seriously sick showed a paternal tolerance for the 
inadequate efforts made by the sicker ones to help. 

Formal sick call began each day as a military ritual which, 
however, Was not an elaborate one. 

Formal military inspection itself was a major event each 
week. The patients clearly took pride in any complimentary 
comment the inspecting officer would make. (Some of the in- 
specting officers were quite ill at case on the "psycho" ward, 
however, and showed it in various ways. When these officers 
made inspection it was often easy to see how perceptive patients 
were and how they sometimes "performed" to fulfill the officer's 
expectations or indeed to frighten him.) 
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The orderliness spread into the day's routines. There was, as 
far as possible, a time for showers, a time for recreation in the 
courtyard, a quiet hour, regular meals (with adequate and well- 
prepared food—there were few complaints on this score at any 
ENE); regulation of radio and TV by designated corpsmen, à 
time for bed, a time for rising, a time for occupational therapy. 


and a regular time for community meetings. There was time 


also for informal groups, for ping pong. cards, games, and movies 
three times a week, but there was also mon 
was considerable informal and formal 


ille and formal sick call and ending 


otony and boredom. 


For the most part there 
ritual, beginning with reve 
with lights out. 


Orderliness extended to the use of the 
official communications of the staff to the 


this message medium (cartoons. 
comments by patients, et cetera) was considered a violation of 
orderliness and usually was brought to the community attention. 
The routine regulations of the ward were conspicuously posted 
on the board, and fresh copies were put up when the old ones 


bulletin board, which 


was reserved only for 
patients; inappropriate use of 


showed signs of wear. 

Maintenance of orderliness necessitates 
and I did not hesitate to make statements that clearly implied 
they were "orders" or "commands" on these matters when the 


the use of authority. 


need arose. 
INTERVIEWS WITH PATIENTS 
the working day was seen 
al. I felt that this initial 
In it I was always care- 


Each patient admitted during 
briefly by me within an hour of his arriv 
meeting was an extremely important one. 
ful to introduce myself by name, to call the patient by name, 
and to shake his hand firmly and cordially. A weak and in- 
different handshake is a poor initial contact and is remembered 
by the patient; so also is failure to look him squarely in the face. 
its of initial contact, together with 
ing, and bearing of the officer, 
ychotic patients—perhaps least 


These seemingly minor poi 
tone of voice, manner of speak 


are not overlooked by the most ps) 
of all by them. I paid constant attention to such details as my 


1. A copy of the ward regulations posted late in 1955 is given in Appendix A. 


32 SOCIAL PSYCHIATRY IN ACTION 


wearing polished shoes and a clean, neatly pressed uniform with 
untarnished braid to convey to them by unspoken communica- 
tion that, in the matter of dress, I was committing an act of 
conformity of a sort which I valued and therefore expected 
them to value. 

After the patient had settled in on the ward, I saw him again 
in a long evaluation. interview. Beyond. this, any patient. who 
wanted further interviews could arrange for them by signing 
the "doctor's list" posted on the bulletin board. (This will be 
discussed in detail in Chapter IV.) Throughout the experiment, 
one patient selected at random from each consecutive 10-day 
period was seen in daily 30-minute therapy sessions (see Chapter 
IV). This was done primarily as therapy for the patient but it 
served the purpose of providing me with an opportunity to 
observe more intensively the effects of the social process on the 
individual, and vice versa. In a sense, however, all patients had 
à daily interview with me through the community meetings. 


COMMUNITY MEETINGS 


The aim of the therapeutic community is not peace, but the 
use of tension through a continuing review of social positions, 
of behavior, of motivation, so that the ego can assert itself in all. 
The major therapeutic instrument employed for this purpose is 
the community meeting, which affords patients regular oppor- 
tunities of Meeting together to discuss with the therapist and with 
cach other methods for overcoming the social chaos they create 


and the mental chaos within them. 
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The world is shut out from the hospital in the same way that 
the world is shut out from a psychoanalytic session. In both 
cases a therapeutic. opportunity is presented to examine the 
here and now, as a learning situation for use elsewhere, an 
opportunity for changing, without the usual obligations that the 
external world imposes. The task is not, therefore, merely getting 
on with living; the task rather is to take advantage of the oppor- 
tunity which the group presents to form a relationship which 
is then. intensely examined in the hope of adding something 
to the ego. 

In the therapeutic community at Oakland patients and stalt 
assembled on the ward for 45-minute community meetings six 
mornings a week, immediately alter sick call. Except for purely 
and practical questions of a personal 


administrative questions 
interviews. 


nature, which were usually deferred for individual 
it was unmistakably clear to the patients that they were free to 
and thoughts that were 


communicate to the group any feelings 
the 


troubling them. In the early meetings held on the ward, 
patients were almost exclusively preoccupied with the question 
ol what disposition would be made of them when they appeared 
before the "Board," and what compensation they might be able 
lo obtain, or with complaints about their hospitalization. Grad- 
ually, however, as the socializing effect of the community meet- 
ings carried over from week to week through the overlapping 
range of subjects widened considerably. 


groups on the ward, the 
evidence of self-control, im- 


The meetings also gave increasing 


proved morale, and the sense of being occupied with an impor- 


tant task. 

By my comments on the patients’ communications I consciously 
tried to guide the discussion to meaningful ends, but the process 
of therapy was primarily that which the patients performed 
upon each other. The impact of op 
ffective. For example. in one com- 
sychopath" 


inion upon opinion was some- 


times exceedingly sharp and e 
munity meeting, when an extremely belligerent ops 
the enlisted man’s lack of 


was delivering a bitter tirade about 
freedom to speak out in the Navy and tell the of 
thinks, another patient turned to him and asked. 
hell do you think you are now?" 


cers what he 


“Where the 
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The following fragment from another community meeting 
illustrates how the therapeutic process often operated. The 
patient in this instance was a I7-year-old paranoid schizophrenic 
named Lind,? who had been transferred to Oakland from an- 
other hospital. The note accompanying his transfer told of 
fears which had made his behavior in this previous hospital so 
noisy and violent that he had had to be kept in the seclusion 
room through a large part of his stay there. 

During his first few days on our ward Lind sat silent in the 
community mectings. Then one day he suddenly stood up in the 
meeting and said, "Do I have to be shot?" I asked him what he 
meant and he replied, "Someone told me I'm going to be shot." 


nr "3 " 1 " 2 

Che other patients, deeply interested, now began questioning 
him. One asked, "Who told you?" and Lind said, “A sailor; he 
had three stripes." 


Another patient pressed for more specific information. "Ex- 
actly who told you? What was his rate? And what were his exact 
words?” Lind was silent but seemed to be hallucinating. I asked 
him, "Did you hear a voicez" "Yes," he answered, "but it was 
the sailor." I inquired further, "Could it have been your imagina- 
tion?” He replied, "No, it was real" This statement brought 
visible relief to the other patients; they apparently preferred 


" A Ža are [ "sc. itious. 
2. The names given to patients throughout this book are, of course. fict 
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to deal wi EUNT . j : 
» deal with the "reality" rather than the fantasy. Lind continued, 


The voice said I am going to be executed." 
At this point a sergeant stood up, walked to Lind's side, and 


sai 2 B . ar . 
A to him in a fatherly tone, “You are not going to be shot. 
90 J y. 1 . "Lr 

n, you have a job to do, and we're here to help you. We're a 


group, There are men on your left and men on your right, and 
i6 would be hard to shoot you here. We will help you." (As was 
frequently observed in the community discussions, the sergeant 
of Lind’s communication; 
the fact that Lind was 


di s ; - 
id not deal with the delusional nature 
inste; 2 : : 

istead he emphasized the present reality 
which would protect him. Indeed he 


a member of the group. 
only that it was 


did not even deny that Lind would be shot, 
unlikely in these circumstances.) 
Another patient, à neurotic, joined the 
and said, “The guy who said it should be 
Neurotic with severe phobias solicitiously inquired, 
feel?” Lind answered, “I am afraid ol being shot.” 
s his present fears were 
child. and the group 


sergeant at. Lind's side 
shot." And a psycho- 
"How do you 


Someone now suggested that perhap 
SN s : 
elated to fears which he had had as a 
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moved on into a discussion of this possibility. 

It was observable that, after this meeting, Lind's delusional fear 
of being executed lost its force. For a lew days he still occasionally 
referred to it, but almost as if he were talking about an abstract 
idea rather than something which he believed was actually going 
to happen. And by the end of his stay on the ward, he ceased 
mentioning it altogether. 

The effect of the community meetings also carried over to the 
other 23 hours of the patients’ day in the therapeutic community. 
Observers who remained on the ward during the entire day were 
able to report a continuous and rather sophisticated. discussion, 
usually stemming from the morning's community meeting, which 
helped to relieve the monotony ol life on the ward. The patients 
read, played cards or ping pong. exercised together in the court- 
yard. organized games, or formed small groups among them- 
selves. Behavior improved discernibly, and acts of violence prac- 
tically disappeared; incontinence was rare; and even the most 
psychotic patients were ac cepted into the community meetings 


and often functioned exceedingly well, sometimes showing 
dramatic symptomatic improvement in a matter of days. 
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The following paragraphs, quoted from an account by Gregory 
Bateson, the eminent ethnologist, of his visit to the Oakland 
therapeutic community, sum up the impression which the ward 
made on an objective and widely informed observer: 

"Quiet rooms and restraints were unnecessary in dealing with 
the random sample of patients which passed through the admis- 
sion service over a period of many months. My own first im- 
pression was that this phenomenon could only be accounted for 
in terms of ‘faith’ in human beings. I think, however, that it is 
not necessary to be mystical about this matter. What there was 
faith in was, in effect, a rather simple and rather familiar phen- 
omenon, the motivation of men to create a group in which 
membership is less frightening and not too uncomfortable. This 
phenomenon had been at work less intensively in the Naval 
setting from which these patients came. It was an unwritten 
tradition of the Navy setting, and what was necessary was to 
admit and foster this phenomenon. 

“To the psychiatrist, it might still be surprising that these 
men, themselves mentally sick, showed such good unconscious 
judgment in their decisions of when to be impatient and when 
to be sympathetic. I think, however, that this problem is 
partially solved when we remember that the daily community 
meeting is a means by which the psychiatrist is providing a model 
of the sort of help which the patients will give to each other 
during the rest of the day.” (For Mr. Bateson's full evaluation 
of the program, from which this excerpt is taken, see Appendix 


e 


SOME UNORTHODOX ASPECTS OF THE OAKLAND 
GROUP THERAPY PLAN 
in the Oakland community de- 


Group therapy às conducted 
therapy technique in several 


parted from the customary group 
important respects: 
(h) Dt is assumed in 


subject that group therapy 
optimum 
ly placed at somewhere between 7 


[ the published material on the 
operate successfully only with 
sized group of patients. (The 


most o 
can 


à carefully selected and ` 
Optimum number is usua 


and 12.) To many people, refore. the most surprising feature 


the 
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of our community was the absolute lack of selection of patients 
by any criteria or in terms of total number, limited only by the 
number of beds. We simply functioned with the crew we were 
given to run the ship, and it worked. 

(2) A second point of departure was the fact that our patient 
population was a constantly changing one, rather than the con- 
tinuous group assumed essential in the conventional concept of 
group therapy. But we found this situation far [rom antithera- 
peutic. In fact, it was beneficial to the community, which was 
always brought together by facing new challenges, getting new 
“siblings,” and losing others. The changing group, in my opinion, 
puts the therapeutic community to a new type of test and at the 
same time offers unique research Opportunities. 

(3) Ina third sense we departed from orthodox group therapy 
practices in bringing together in the community mixed diagnos- 
lic calegories of patients, ranging [rom seriously disturbed. psy- 
chotics to mildly neurotic patients and including a number 
of "psychopaths." The admixture, we found, was quite beneficial, 
for not only could members of a diagnostic subgroup help and 
understand each other, but they often. stimulated. significant 
contributions from a different diagnostic subgroup. 

The Oakland program, therefore, raises the question whether 
the traditional group therapy technique of careful selection. of 
group members by rigid criteria is necessary or even desirable. 
Certainly some selection is inherent in all oreanized therapy 
groups, but our observations of the interaction. of psychotic, 
neurotic, and character disorder patients suggests that the very 
admixture itself, at least on the acute receiving ward, offers 
powerful therapeutic advantages. Similarly, the mixture of 
races and statuses was found to be advantageous, as well as the 
presence of women nurses at a ward meeting with an all male 
patient. population. 

Our experience also raises questions as to the so-called "opti- 
mum” size of groups and suggests that the traditionally favored 
number of 7 to 12 patients cannot be made into a generalization. 
Certainly we found that community meetings with as many as 
50 persons present operated quite satisfactorily, and Dr. Maxwell 
Jones finds that groups of about 100 function well. It is my 
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conviction that there is no magical "optimum" number. The 
size of the group which can best function depends upon many 
variables—the purpose for which it is called into being to func- 
tion, the nature of its membership, the place where it meets and 
the manner in which its meeting is conducted, and many other 
factors. Above all, perhaps. it depends upon the leader—his 
attitudes, feelings, and sense of confidence and internal security: 
his memory span and ability to bring diverse things together 
and see social and personal matters in a new and changing per- 
spective. We found it highly advantageous for the leader to be 
familiar with each patients history and to know each patient 
through personal interview. Whether or not it would be desirable 
to correlate smaller group therapy sessions in a continuous treat- 
ment ward is beyond the scope of this study, and is a subject 
with which I have no personal experience. 


CHAPTER III 


THE STAFF 


Tice was a sign on the wall of the Photographic Arts studio at 
the U.S. Naval Hospital, Oakland, which read: “If you can keep 
your head in all this confusion—you just don't understand. the 
situation." This exasperating, delightful aphorism perhaps de- 
scribes the state of mind of the average corpsman or nurse when 
first assigned to an acutely disturbed psychiatric ward, where so 
many patients had already “lost their heads.” Our mission was 
to unravel the riddle without loss of humor. 

The primary goal of the Oakland therapeutic community 
program was not to "cure" patients or symptoms, though on 
occasion discernible symptomatic improvement occurred: the 
goal was patient management through a process of acculturation 
Which would lead the patients to accept their status as psychiatric 
patients and develop cooperative attitudes that would facilitate 
their therapy here and on the wards to which they would go 
after their 10-day stay on the admission ward. 

To achieve this goal, the wholehearted collaboration of the 
ward staff was essential. Their role in the therapeutic community 
could no longer be the traditional staff role of custodian, turnkey, 
and sentinel, but the new (yet old and honorable) role of their 
brother's keeper. Given an ongoing ward with an existing stall. 
what methods would be most effective in a relatively short. time 
to train the staff members for their new role? 

There was no formal preparatory course of training, and no 
organized lectures were given, though under other circumstances 
this might have been a valuable adjunct. Training was an 
on-the-job process conducted through (1) the daily community 
meetings of patients and staff: (2) daily stall meetings: (3) 
weekly meetings of the nurses: and (4) weekly meetings of the 
corpsmen. In addition, the staff knew that they were free to bring 


[10] 
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questions and problems to me at any time, and there were 
numerous informal discussions with them in my office, in the 
halls, or on the ward. 

And from the beginning there was intensive discussion with 
the staff of the problems which the plan would and did en- 
counter. They were indoctrinated in the firm expectation that 
the patients could and would control themselves in the milieu 
that we were establishing for them, without the use of the 
external forms of control to which the staff were accustomed. 
At first this was probably my expectation only. But the staff 
gradually came to share it wholeheartedly, especially when they 
saw it confirmed in action on the ward. 


ELIMINATION OF EXTERNAL CONTROLS 


On the first day as a first step toward liberating both patients 
and staff from the mutual fear and misunderstanding which 
preclude the type of healthy interaction at which we were aiming, 
I presented the following procedural instructions to the staff: 
(1) no form of mechanical restraint is to be used on the ward; 
(2) the use of the seclusion room is to be abolished; (3) barbit- 
urates are to be administered only under unusual circumstances. 

Staff reaction to these departures from familiar mental hospital 
procedures was at first one of mild consternation and disbelief. 
In particular, the corpsmen feared that, without the use of the 
seclusion room, they would lack means of enforcing their re- 
quests or orders. A cartoon which one of the corpsmen drew and 
placed on my desk suggests their anxiety. It shows a patient 
holding a club over a corpsman's head, and the corpsman help- 
lessly saying, "Come on, let's talk this over. You know I can't 
put you in the quiet room." 

Gradually, however, through their experience on the ward, 
the corpsmen were largely relie 
fears that the patients would do violence. 
fears of harsh treatme 
J. In commenting on the difference be- 


ved, at least consciously, of their 
And, with the patients 


relieved of their nt, a spirit of mutual 


cooperativeness developec 
tween the old way and the new, 
should have been here before. 
corpsmen were; it was how mucl 


one corpsman said to me, “You 
It didn't matter how good the 
| meat they had on their bones." 
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He was referring to the physical strugeles, which he rather 
vividly described, that had frequently taken place in putting 
patients in the seclusion room. 

In general, although many belligerent, hostile. and assaultive 
patients were admitted to the ward during the period of the 
therapeutic community experiment, the amount of overt dis- 
ruptive behavior was negligible. I never found it necessary to 
isolate even one of the 939 patents with whom we dealt, despite 
the fact that almost every type of acute psychiatric disorder was 
represented in the group. 


v wha, 


This result was achieved largely because the staff, no longer 
free to use methods of control that brutalize both themselves 
and their patients, had to find new ways of dealing with patients. 
Vhey found the new ways more effective and infinitely pleasanter 
than the old. 
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A paper published by a corpsman who spent two weeks of his 
year’s duty in the psychiatric service on our ward, interestingly 
reflects the attitudes and feelings of the corpsmen toward. this 
aspect of their experience in the therapeutic community.! 

He begins by telling that, belore being assigned to the psychi- 
atric service, he had often heard it referred to as “the funny 
farm," "silly hill," “squirrel canyon." “mockingbird hill." and 
“the squirrel cake,” and goes on to say: “As it happened, several 
ol the NP corpsmen, noticing my low rate and sensing my in- 
securities and misgivings about working with psychiatric patients. 
as well as my inexperience as a hospital corpsman. made the 
apprehension all the ereater. Stories and accounts of the dangers 
inherent in working on the psychiatric wards were frequent and 
the impression given was that the working code of the psychiatric 
ward was merely a slightly modified ‘jungle law, or Kill or be 
killed. Everyone spoke of the danger and the unpredictability 
of the emotionally ill patients." 

His first day's duty as an NP corpsman on another ward is de- 
scribed as an “endless weird dream." Then "the second day began 
much like the first. As I was eating breakfast on the ward an angry 
patient, upset over something unknown to me, threw a tray 
of chow at me. This really frightened me and I thought of ali 
the ways that I could still leave the ward and withdraw from 
the situation.” 

He describes the psychiatric service in the year preceding the 
therapeutic community in these words: “The corpsmen who 
stall the neuropsychiatric service were assigned to quarters in 
order that they could be called out ‘en masse’ for the disturbances 
on the wards which occurred with regularity. Many times we 
Went to bed at night expecting to hear Riot, riot on Ward X. 
Will all NP corpsmen report to Ward XN! over the public address 
system. These situations occurred even when we were not on 
duty, and at times hospital corpsmen from other services were 
broken out to quell such disturbances. We actually kept dun- 
Sarees nearby in order to save wear and tear on our white uni- 
— 

„ Rodney Odgers: Attitudes and Social Therapy: Experiences with Advance 
ment in Psychiatric Patient Care. In Medical Technicians Bulletin, Supplement to 


U. S. Armed Forces Med. J 7:249-251. 1956 
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forms. There was the feeling among many of the corpsmen that 
they actually felt better after a riot, as they claimed ‘this was 
a way they could get rid of their own hostilities.” He speaks 
of the great relief he felt when he was assigned to the brig ward. 

After he had been working on the service for a year, the re- 
search project herein described was begun, which, he states, 
"proved to unsettle members of the staff and changed many of 
the existing treatment procedures. When it was announced that 
the seclusion room would no longer be used on a closed ward 
where disturbances were frequent and restraint was freely used, 
most of the corpsmen, including myself, thought this impossible 
and snickered to ourselves. One of my buddies was working on 
the ward, and as he became convinced of these newer ways of 
dealing with the patients I became curious to see what could be 
done on such a ward. Inadvertently (sic) I was assigned to this 
ward, following being on the sick list, and had some feelings 
about working there. Only two weeks on the ward attending the 
daily groups and daily staff meetings was enough to more than 
raise questions in one's mind as to this type of treatment over 
that being used in the past." 

The paper is marked by an extremely sensitive perception of 
the patients’ behavior, observation of spontaneous groups, and 
evidence of the empathic handling of patients. He concludes: 
“There is little question that staff members feel more comfor- 
table working in an atmosphere which does not emphasize 
external controls and restraint. When emphasis is on inner con- 
trol, each patient in a sense becomes his own control as rapidly 
as he is able to assume the many aspects of what society expects 
of him. One of the primary roles of social therapy is to provide 
an atmosphere whereby the patient can assume his own control 
and leave the hospital to take up his role as a responsible member 
of the outside society. . . . Important in promoting such treat- 
ment environment is the constant examination of the staft's 
feeling. * 

He notes also that social changes occur in the corpsmen's lives 
as their working situation changes. "Where frequently the psy- 
chiatric corpsmen were seclusive and had little to do with 
general duty corpsmen, their relations on their off-duty time 
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are constantly being extended. Where formerly they talked of 
‘riots,’ destruction, and other situations charged with anxiety, 
they now discuss the merits of group therapy. of relating to 
patients, and compare the progress of various patients. Occasion- 
ally they review with amusement the anxieties involved in former 
methods of caring for patients and how much less violence and 
tension is now present on the entire service." 

The most important elements in caring for emotionally dis- 
turbed patients he sums up as "trust, understanding, kindness 


and respect for the patient as a human being." 


STAFF MEETINGS 


Although the movement and relationships of the patients must 
be a subject of constant study in the therapeutic community, it 
cannot be assumed that the staff participation is of a stable, 
static, routine, or well-structured order. The actions of the staff, 
their inter-relationships, their counter-relations to the patients, 
and their direct relationships with each other and patients need 
constant review. They too must see themselves as part of the 
community, influenced by and influencing it. It is not what 
can be done to the patient or for the patient, but with the patient 
that is the basic philosophy. This implies a continuing study of 
staff attitudes and their influence on staff-patient relationships. 

The intense study of staff relationships, both by the staff 
themselves face-to-face and by the leader, is necessary in order 
to create that indefinable but essential thing—atmosphere—that 
enables the staff to tolerate all sorts of emotions in the patients. 
The major device employed for this purpose was the staff meet- 
ing. Each day, following the community meeting of patients and 
staff, a 30-45 minute staff meeting was held in my office, attended 
by the day crew of corpsmen and nurses, the psychologist and 
t-time to our ward, and any pro- 


the social worker assigned par 
other parts of the hospital who 


fessional staff members from 
Wished to come. 


We began each meeting by chartit 
community meeting that had just ended. 


ng on the blackboard the 


seating positions in the 
Early in the experiment it became clear that the position of the 
chairs in the community meeting was a form of nonverbal com- 
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munication, whether considered indiy idually or en masse. In fact. 
the staff were soon able to predict with a considerable degree of 
accuracy how a new patient would behave by the position of his 
chair in the community meeting. Patients brought their bedside 
chairs to the center of the ward for the meetings. In group alter 
group the same type of patient chose the same position so fre- 


quently that certain positions acquired a specific name in stall 


terminology, For example. there was a speaker-of-the-house chair. 
a preacher's chair, a snipers chair. a guest-of-honor chair, a 
right-hand-of-God chair. and so on. The tone of the meeting as 
a whole could also frequently be foretold in the same manner. 
When the patients were relatively [ree of anxiety and felt friendly 
toward cach other and the staff, they tended to congregate toward 
the solarium. When there was considerable tension on the ward, 
the chairs were likely to be arranged in what the staff called 
the “fire escape maneuver.” toward the door leading from the 


BLACKBOARD STUDY 


Statement 
and 


Question 
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ward. Chair positions were not analyzed in the community meet- 
ings in order to preserve the spontaneity of this phenomenon. 

From our practice of diagramming in the staff meeting the 
seating arrangement in each community meeting, we evolved a 
number of techniques for representing graphically the positions 
and movements of the patients as a basis for studying their signifi- 
cance in terms of nonverbal communications. 


$ 


Solarium 


NANA NANAN 


[OI Speaker of House Chair(South) 
Valse witness or counsel chair 


> Preacher's Chair 


SS ü Retreat Choir 


Chair of the Deportec 
N 


Guest of Honor Choir 


Deputy Leoder 
Choir 


BNS] Chairman Doctor 
NS 


[ ]Right Hand Chair 


Invisible Choir [ ] 


Water Fountain 


NSN 
+ Head 


N 
Li Speaker of House Choir North] 
also witness or counsel choir S 


D swysy 
Sniper's Chair 


Courtyard > 


With the diagram before us, we then analyzed the meeting in 
detail, step by step, from the first silence and the first communica- 
tion to the concluding summary and the ward situation at the 
close of the meeting. This daily forum was an extremely effective 
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practical device for stimulating the staff's observations of the 
patients’ behavior and developing their understanding of its 
significance. 

It also served as a vital means of management of staff tensions 
and anxieties, which must be at least partially resolved to permit 
an effective patient management program. Hostilities and differ- 
ences of opinion simply could not remain underground for any 
period of time with such intimate face-to-face daily interaction. 
To a measure, the staff meeting was a group therapy session 
though never directed for any length of time at the staff but at 
the staff-patient interaction. 

Moreover, since the staff dispersed throughout the group at 


they obviously saw and heard many 
Their observations, therefore, by com- 


the community meetings, 


things which I did not. 
plementing and supplementing my own, provided a constant 
source of correction of possible errors in evaluating techniques 
and procedures. 

The meetings served too as a form of transmissive education in 
which the older staff members of the society indoctrinated the 
newcomers. (See Gregory Bateson’s observations on the stafi 
meetings, Appendix C.) 

At the staff meetings there was always speculation as to the 
probable course of events, but relatively little conscious effort 
to manipulate the environment to produce them. We all learned 
much by the process of serendipity—the process of fortunately 
discovering things that we are not directly secking. 

In particular, then, as a training device, the staff meetings 
brought order, form, and deeper meaning out of the community 
meetings and gave the staff insight into the behavior and the 
communications of the patients. All of this increased the staffs 
interest in their work and their sense of partnership with me in 
the total venture. 

By the end of the first three months of the therapeutic com- 
munity program, it was obvious that the staff had largely lost 
their initial fear of the innovations and had accepted the philos- 
ophy of the experiment as their own. They had truly come to 
regard themselves as fellow-members of the patients in the com- 
munity and had made this membership part of their conscious 
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and unconscious habit in their activities and relationships on 
the ward. 

To give the reader an impression of the staff meeting, excerpts 
from a tape recording of the meeting held on February 2, 1956, 
are presented.? After we had diagrammed the seating pattern, 
the meeting carried on as follows: 

Excerpt 1 
Social worker: Our group is spreading out a bit. It is pulling 
out. 1 think some of the staff are sitting down at the other end. 
it. I don't know. I have a feeling that it 
because I think if the staff sits 
patients to sit far away. 


This might account for 
is much better if we sit closer, 
it gives an invitation to the 
ht it was just the other way around—that 
that they were sitting closer today 
k. More like a family, patients 


far awa 
Corpsman: 1 thoug 


they were not as far apart, 
than they were earlier in the wee 
helping cach other. 

Doctor: | don't think where we sit makes so very much differ- 
marginal group, an unsettled 


ence, do you really? Maybe in a 

group, it would. Remember the time the stalf could not even 

get in there? 
Corpsman: Yes 
Social Worker: 


ante) 


The only thing is. I think it is much 


communicate when they are closer together and I think it does 


encourage more exchange of thinking. 
Excerpt 2 
Doctor: The theme was to “help Jones.’ 
was an element today of other people talking who had not previ- 
had been intimidated? 


Don't you think there 


ously been able to talk or 
Social Worker: That's right. 


Corpsman: I noticed Worth right away today, he wanted to do 


the talking about himsell. 
Social Worker: He was not able to talk when Jenks V 
cause he had a fear of him, I feel. Jenks was a fellow probably very 
much like his Dad. It is the very thing he talked about. 
Corpsman: Isn't it so that when someone gives an example of a 
2 There were only 16 patients on the ward at this time: 11 were eoliizophivenics: 
suicidal attempts just prior to 


Three neurotic depressive patients had 

One patient had a (homosexual) sexual deviant 
naracter disorc 
Of the 16 patients. 12 spoke 


as here be- 


made 


hospitalization (one quite serious). 
diagnosis, one a severe passive aggressive cl ler with paranoid ideation, 
and one a passive dependency character disorder 
in the community meeting which the staff is here discussing. 


50 
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problem, they are actually talking about themselves? 

Doctor: & good example ol this is the patient's question which 
started this morning's discussion: "Why can't Jones talk?” [Jones 
was a mute catatonic.] At the beginning of the meeting Allison 
gave his explanation, “He's got something in his throat and some- 
thing is wrong with his speech." This is Allison's problem, symboli- 
cally referred. to. 

Banks said, “He is afraid," which is his problem. 

Carsten. said, "Its. something in his curly lile," which is his 
problem as he tells us later on. 

Davis and Ewarts both said that what Jones needs is his mother. 
What he needs is affection, which is their problem. 

Frick agreed with my interpretation that the trouble with this 
patient is his imagination. He said Jones has a sickness of the im- 
agination, which is his problem. 

Garland objected that none of this made any sense. “You are oll 
your bearing. You are not on the trolley.” whici is his problem. 
This guy is psychotic. He is hallucinating. It is not that he is hos- 
tile. In his own dream world he is quite right. “1 have nothing to 
do with what is going on.” 

Corpsman (with enthusiasm): We ought to have a catatonic on 
the ward all the timc. 

Doctor: Perhaps thats right. He is sort of a good thing to project 
on. Sort of like a silent movie filmed into words. You know, this 
brings up a lot of interesting points. There is the question of pro- 
jection on the silent member of the group who is obviously in dil- 
ficulty. This also brings to a head this question of competition in 
the group which has been going on lor weeks. 


Excerpt 3 


Charge Nurse: Garland came back and said. “We won't sweat 
this one out.” 

Doctor: He is lost and he has very great difficulty tolerating an- 
other sick patient being the subject of so much attention, Dr. 
Barrett had the hunch that what happened vesterday was a retali- 
ation on me for Monday's meeting.” 

ut today vou see we can turn to Jones, who has been the most 
obviously distressing and interesting patient to the group, and they 
have observed him and identified the people who have been un- 
kind. to him. They have been particularly distressed with the 


So See his evaluation of the program in Vppendis € 
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Chief and Garland, who have been quite sadistic toward this guy, 
pushing him around, and this subject comes up in the meeting. 
That is what is good about the meeting. Haskins has to face the 
group disappoval ol this sort of monkey business and it will cer- 
tainly modily it. It won't stop it. 

Now the chiel is a long-time problem. The chief. I didn't think 
k. I thought he was going to show even 


would even sit by his x: 
more contempt for the group, and D was not going to try to bring 
him in the group today because it would have failed. I am satisfied 
that he sat as close as he did and made no overt dilficulty. 
has been in this hospital lor a total of 9 months. He is an old hand 
and is going back to [Blank] ward today. He hates doctors, hates 
hospitals. He refused vesterday to even come in my office, but this 
morning I persuaded him to come, though only for a [ew minutes. 
and quite sick, and I think we have to wait a 


This guy 


He is quite paranoid 
day or two really. 
Charge Nurse: He worked in the galley this morning. 
Doctor: Lam surprised he worked there. 
Charge Nurse: Lam surprised he did too. Maybe he was “easing 


the joint.” 
Excerpt 4 
Charge Nurse: Jones couldn't talk. 


Doctor: He wouldn't talk vet: he wasn't going to talk 
frustration of the group consciously 


and there- 


fore we were faced with the 
trying their best to help. Allison moving over there, shaking hands, 
telling the ether “therapists” to. leave him 
moving over early in the meeting in 
"alking to him, saying, “Tell me 
He and the 


telling him to rc 


alone, Ewarts, as "therapist, 
a very sincere effort. to help. T 
father and vour carly life.” 
patient were together, He wits not talking to the group. He was 
talking, and then Banks had taken him under his wing at first, 
sitting next to him, holding his arm. telling him not. to. be 
afraid, feeding him. This morning Davis said Jones was not 
cating enough, not cating well. 

Social Worker: (to doctor): What was the question you asked 
it didn’t frighten him but then later he went 


about vour mother and 


Morton? He said 
back and said it did. 

Charge Nurse: He thought you said, 
stead of “What did vou hear?” 


Doctor: Morton's contribution was the 
because it touched so many. 


“What did vou fear?” in- 


most moving part ol the 


mecting obviously. mam points. 


5l 
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Social Worker: It was really too bad this was not brought out the 
first part of the hour. 

Doctor: It could not be. These things are usually brought up at 
the end of the hour. Remember Morton at the very last minute 
told how he was hit by the shore patrol with a club. 

Corpsman: It seemed to me he sort of felt insecure at home about 
making decisions. He seemed to be saving, "I don't know what 
decision to make." He felt very insecure about making decisions. 

Doctor: The main point was he could not make any decisions. 
The little boy could not make decisions and he was not getting any 
help, no support from people who should come and help, who 
should have loved him. They didn't love him, they hated him. 
They didn't give a damn if he fell out of the tree and broke his 
neck. [This was the first of three stories or screen memories the 
patient had told.] The little boy up in a tree called for his mother. 
The mother was busy cooking and she said, "Don't be a child," 
was not that it? 


Social Worker: That's right. 


Excerpt 5 


Corpsman: What about the story he told about the snake? What 
do you make of that? 

Doctor: I don't remember that. 

Charge Nurse: Where he was plowing the field and there were 
some weeds and the flowers were on the other side of the weeds, 
between him and the house. He went to get the flowers for his 
mother and there was a snake there and he again called for his 
mother. 

Corpsman: Every time I think of a snake I think of homosex- 
uality. I don't know why. I think I read a book by Freud. He talked 
about his father calling him homosexual. About the snake part— 
alwa 

Doctor: Well, we will come to that. What else do you think? 

Charge Nurse: Why was he getting flowers for his mother if she 
would not back him up or anything? 

Social Worker: He was reaching out for affection, trying to 


ys something long. I read about it in Freud's book. 


make the connection. 

Doctor: He was desperately hungry, wanting affection, wanting 
to show affection. He was frustrated. Children who have rejecting 
mothers never give up the wish to have the mother return affection 
until they reach the point where it is so obvious that they can't 
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get allection that mother does not "love" them. Then either they 
declare their independence in some way, neurotic or otherwise, or 
they become psychotic. He became p chotic. He became mentally 
ill.... not being able to give "flowers" to his mother. No matter 
how many times he needs his mother, she never comes, but is busy 
cooking food. The food was for him in a sense but it was not what 
he wanted. So the flowers never got to her. The snake, I think, is 
quite significant if you want to get into psychoanalytical things: 1 
say it is a phallic symbol, the symbol of a penis—not homo- 
sexual—just the symbol of the male genital organ in his fantasies. 
Even if it is not a fantasy. 

Social Worker: 1 thought it pretty symbolic of the father. 

Doctor: And he is frightened.He didn't tell us that the snake bit 
the boy or that the boy dies, or that it was a rattlesnake. It was just 
a big snake that frightens him. He calls to his mother for help and 


she says, "Don't bea child." 

Social Worker: 1 wonder if she said, "Don't be a child," or 
whether it was, "Don't be a baby.” 

Doctor: "Don't be a child." He is trying to be a grown man like 
his father and bring flowers to the mother and she said, "Don't be 
a child." Don't be what you are. Don't be a child. Don't be afraid 
of things. She could not overcome her blindness. Now I think about 
it, there are these hidden aspects. The boy hidden in the tree. The 
ss. Even if his mother looked she might not 


snake hidden in the gr: 
see it, you know. You follow that? 
Corpsman: About the tree, yes. 


Excerpt 6 

Second Nurse: As the meeting broke up and I happened to be 
wanted to take it from me to help me. He 
enough in the meeting. I never 
1 the doctor about the vase. 
color could mean some- 


taking a chair back, he 
said, “You know, I didn't have time 
had time enough to talk. I wanted to tel 
I didn't finish." He was going to say the 
thing. For instance, he wanted to say that it might be green and 
that the little child wanted to have a green car like his father and 
he said that the color of the car could mean something but he 
didn't have time to bring it up. He said that what he wanted to 
do was admire the vase and look at it, and it reminded him of the 
car. And that is how it got broken instead, because he was 
admiring it. 


Doctor: So the green vase 
breakable thing that he in some clumsy way 


in the possession of his mother, this 


beautiful, painted, 
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shutters, I 


nVi know H this isr 


nt. The only thing is that the 
mother is the father’s, and vice versa. 

Social Worker: à wonder il the vase signifies the car in competi- 
ton to his dad for his mother's allections, the destre ving ol this 
car. This is very much on the surlace ol breaking this vase. Maybe 
his dad and mother had dilliculties over this car together and 
they exciuded him irom the family group. 

Doctor: dn interpretation to the group we won't go olf on this. 
The important things he can handle and use are the [act that in 


relationship to what is going o in the ward. the comi ol 


mother to protect the child doesn't hi appen in his fantasy and that 


the child is afraid of something real but that the mother docs iet 


pay any attention to it, doesn’t recognize it as real. This was vers 
moving, to me anyway. And in the second place, the Fantasy about 
the vase-it wasn't that the child was in danger but that somehow 
or another he did not understand adult values or what was impor- 
vant. They didn't make sense, 

Social Worker: There was an important thing he brought up 
today about beating. 

Doctor: His lather beat him with his fists, very sadistic. 
called him a “son-of-a-bitch.” “worthless.” “a bastard.” I know this 
from personal interviews. He wouldn't use these words in the 
toup. This is what it iss what re ly hurt was not being beaten in 


the face by the fists of the father, but the terrible depreciation with 
words. 

Second Nurse: Something else he was worrying about—about be- 
ing a man. his morning he came into the ollice and said he want- 
ed to see à doctor and T said. "Certainly. put vour name up there.” 
I asked him what it was about. il it were an emergency, and he 
said, It is something IE would rather not discuss with vou. You 
might not understand it" E said, "Is it something that is really 
worrying you?” He said, "Yes" I asked, “Is it something to do 
with your private parts?” and he said, "Yes. It is my testicles” and 
I said. "Is something the matter?” He 
because he thinks his testicles have grown much more than they 


id that he is very worried 


should. They are not hurting, but something should be done 
about it. He wanted to know if this was right or wrong because 


they were much bigger than last vear. 
Excerpt 7 
Second Nuvser He said he was treated like an outcast. 


Corpsman: At this other hospital. 
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Second Nurse:He said they were all kept in little cells and Bur- 
ton was there also. Everyone rejected Burton, who had his head on 
his knees most of the time today. Wonderful work with him. He 
finally got his head up. 

Doctor: An interesting change, without saying hardly a word. 
Burton told me in my office [reading]: "In my opinion what I like 
is that people smile here, At the other hospital I was in, nobody 
ever smiled. On sick call there the nurses jumped on you all the 
time, no matter what you did. It was the same old routine. My 
doctor, he never smiled. He argued with me about everything. He 
is smart. Only the smartest thing he ever did was send me here. 
They don't have cages here. They have cages there over the lights, 
they have cages over the windows, they collect the ash trays at 
hight, remove chairs during the day if there is any difficulty and 
every night they lock the chairs up. I could not have a pencil and 
I was watched like a hawk. Of course, they watch you here but they 
don't bother you. The corpsmen there pushed you around, threat- 
ened you if you didn't cooperate, and locked the patients up in 


quiet rooms.” 
Excerpt 8 
Social Worker: Could you relate what he stated about the inci- 
dent that happened on the ward yesterday? What he told vou 
about this patient being hit? | 

Doctor: You go ahead and tell it. 

Social Worker: Well, when Jones yesterday struck one of the 
had not been hurt], this patient was out there in the 
commented on how well the corps- 
was able to handle this sit- 
him feel. Gave him a feel- 


corpsman [he 
ward and he observed it and he 
man [corpsman present at this meeting] 
uation and how comfortable this made 
ing of security, which is really the opposite effect of what might 
be expected. I think many corpsmen feel that when they get 
confidence in the eves of the patients and that it 


struck they lose 
the group if they turned around 


would be more impressive to 

and struck. the. patient. 
Doctor: 1 think the corpsman handled his feelings of 

| very long—very well. What impressed me 


ard earlier in the afternoon and peo- 


anger—he 


has not been on the ware 


about this, I walked on the w 
about Jones — near him. The corpsman 


ple were shadowboxing 
I don't think vou should do that! 


too! E think this was threatening. 


[think it isa mistake. I think the word! 
This sort of monkey business to 


shadowboxing" had mean- 


ing to him. The shadows are real. 


56 SOCIAL PSYCHIATRY IN ACTION 


him means that somebody wants to fight. 

This hour highlights many problems of interest to the ward— 
violence, aggression, seating. self-control, patients acting as ob- 
servers and as therapists for each other, giving themselves a 
purpose on the ward, ostensibly to help another but also 
themselves. 


CORPSMEN 


ind corpsmen, 


The bulk of the work-a-day job fell to the nur: 
particularly the latter. It was the corpsmen who had to face the 
patients through the 24-hour day, for no full-time night nurse 
was assigned to our ward and two corpsmen had night duty. 
There were 10 corpsmen billets on the admission ward at the 
beginning of the therapeutic community program; this number 
was later reduced to 8 because of a shortage of personnel. 

Corpsmen assignments, T regret to say, seemed haphazard, and 
there was too much mobility in their ward changes. Over the 
10-month period we had from 2 to 9 corpsmen changes per 
month, and a total of 49 corpsmen rotated through the ward 
during this time, an average of 5.4 corpsmen per billet. At times 
too we were crucially short of our number; for one week this 
shortage made it impossible to let the patients out in the court- 
yard for fresh air and exercise. 

But this, like the patient sample, was our given situation, and 
the frequent turnover did not disastrously affect our work in 
the therapeutic community. Occasionally, in fact, the result was a 
stimulating one, for new and Inquisitive corpsmen sometimes 
brought fresh observations and constructive criticism to the ward 
operation. 

Corpsmen in a Naval hospital can function as variously as any 
crew of any ship. Under adverse conditions. when they are re- 
bellious or their morale is low, they can consciously or uncon- 
sciously sabotage the best-intentioned program by the effect that 
their attitude has on the patients’ behavior and illnesses. Under 
other conditions they can heave to with an amazing / de 
corps exceeding all expectations. The average corpsman in the 
Navy is a person of good qualities and is often highly motivated 
and interested in his work. The corpsmen on our ward. though 
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not selected by us, gave a great deal of themselves to their jobs. 
Most of them had had no previous special training and some 
were assigned to our ward as their first job in the Navy. A few, 
however, had graduated from the Neuropsychiatric Technician's 
School at Oakland. 

The corpsmen were under the direct control of the charge 
nurse on the ward. Some performed administrative tasks such as 
carrying out formal admission procedures, typing records, pre- 
paring patients for admission ard examinations, keeping records, 


all patients who left the ward 


dispensing medications, escorting 
to go to X-ray. electroencephalographic. 
sting. They also supervised ward routines 


and other laboratories 
and to psychology for te | 
concerned with order and cleanliness. They served chow and 
supervised the galley. They helped organize Field Day once a 


week, when the patients cleane à à 
[or weekly formal inspection by high rank- 


d the ward thoroughly and assisted 
in ward preparation : 
all wards in the hospital much as on 


ing officers who inspected 
Patients and stall worked 


a ship or at any shore installation. 
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together at all these tasks, usually with a high degree of harmony. 
Patients swabbed the deck, cleaned the head, helped in and 
cleaned the galley, assisted in moving chow carts, and cleaned 
the dishes. 

The corpsmen ate with the patients after serving them. AM 
meals were eaten on the ward at tables otherwise used for recre- 
ational and other purposes. Corpsmen fed some patients and 
took over many traditional nursing functions. On a few occasions 
I heard that they sat by a patient's bed throughout the better part 


rmi nost 


of a night. 


In the community meetings, when 


corpsmen were 
criticized or verbally att 


acked by new or grossly disturbed patients, 
ariably rallied to their defense. always citing 
Kindness and helpfulness which they had actually 


seen or heard to support their position. At no time was there 
a wide breach between 


the other patients iny 
examples of 


the corpsmen and the patient group. 

Meetings with Corpsmen. | met with the corpsmen for 30 to 
15 minutes once a week, usually in the 
both the morning and alte 
had no particular 
Often, when it 


afternoon at a time when 
rnoon crew could be present. If. they 
problem. I presented a case. for discussion. 


came to their attention that a patient had been 
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laced i ] ict r nou T i 
placed in the quiet room on ine ward to which he had been 
2 to “throw 


transferred, they expressed. their relief at not havi 
patients in the quiet room.“ “The meetings clearly increased 


thar comidemce awd chen sen E OE RE 
ir confidence and their sense of personal participation m the 


care | patie They 
we ol the patients. They gave the corpsmen a chance to speak 


more freely than in the stali mectings. where some felt inhibited 
by the presence of the nurses and other olficers. 

It was not infrequent after the discussion of a case lor them 
lo express disappointment that our patients could not be kept on 


the admission ward for 


prolonged treatment so that they could 
the continued im- 


satisfaction in seeing 


then experience a fuller 
While this was one ol the 


provement of individual patients. 


frustrations of a constant turnover of patients. the pace was such 


that the repetitive challenge in the fast tempo of the ward gave 


little time for reflection and regrets: 
patients longer was probably also a wish to escape the pressures 
created by the continual influx ol new patients. In the beginning 
of the experiment, each new patient constituted. an unpredic- 
case” which they feared would 
and discredit the philos- 


Some of the wish to treat 


table — f E 
; le threat and a possible "test 
sli m 7 2 = 

uter their confidence in themselves 
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ophy of the ward. After several months the overwhelming 
number of patients whom they handled satisfactorily gave them 
confidence and eager curiosity to meet new patients. I think they 
were also curious to see how I would deal with varying situations 
and patients. 

This curiosity was a constant phenomenon which might have 
accounted for much of their silence in the community meetings 
as they became observers, though some explained their silence 
as a fear of saying the wrong thing or waiting for me to put 


some of their thoughts in words more clearly. But there was 
also a hesitation because they knew that anything they said in 
a community meeting might be discussed in the staff meeting. 
Had our corpsmen remained on the ward for longer periods, 
these inhibitions might have been reduced. 

Corpsmen anxieties in their early meetings took such forms as, 
“You may be able to get away without putting this patient in 
the quiet room but what I'd like to know is what will we do 
when we get a patient like Sgt. Milligan on our ward?" I 
answered, “The same." Another similar question was, "But what 
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will we do when a patient really becomes violent?” My answer 
was, “They won't.” At first they were skeptical. Another source 
of uneasiness was the lack of explicit instructions as to what to 
do in precise situations and of routine orders to cover emergencies. 

Not infrequently a corpsman would bring into these meetings 
personal problems, viz., “My mother-in-law is angry at me be- 
cause we let our baby suck its thumb, and I wonder if that is 
bad?" In the discussion he pointed out that his mother had 
talked to him about thumb-sucking and he half shares his mother- 
in-law's concern. Rather than deal exclusively with his personal 
problem in the corpsmen group. such problems were ultimately 
reflected upon as to their relevance to problems on the ward; in 
this instance about a regressed schizophrenic with a "feeding" 
problem. The theme of this corpsmen's meeting turned out to be: 
How can we carry on without being too greatly influenced or 
ant people say? How 


disturbed by feelings aroused by what signific 
are right? How does 


can we face criticism when reason tells us we 
one maintain independence and self-respect? 

The Night Crew. The same two corpsmen had night duty 
They were therefore unable to 
At their suggestion they and 
pt informed on the 


throughout the period of study. 
attend the meetings on the ward. 


I exchanged daily notes so they could be ke 
yertinent details which would 


community meetings and given | 
ations served in some meas- 


affect patient care. These communic 
into the staff meetings. where their 


ure to bring the night crew 
t informally with them late 


notes were usually read. I also me 
at night for about a half hour every 8 days when I had duty as 
Officer of the Day. In addition the nurse and the psychologist 
were in frequent contact with them when they had night duty. 
what isolated, they seemed to have perhaps 


While they were some 
group and the ex- 


the strongest sense of identification with the 
periment of all the corpsmen, perhaps because the entire patient 
Care rested on their shoulders alone for long lonely periods of 
carried. out exceedingly well. Many 
ward with them I was astonished 
d in the face of disturbed 
lves on their patience 


time, a responsibility they 
times at night when I sat on the 
at the degree of patience they showe 


patient behavior. Indeed they prided themse 
and its rewards, that of seeing improvements result and of 
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having my explicit and implicit faith and support and rcassur- 
ance. Unlike the day corpsmen with their frequent changes in 
peer group. they stood together constant and united. 

Some of the notes left by the night crew and myself are shown 
in Appendix B. 


NURSES 


In addition to the charge nurse there were two morning nurses 
and one afternoon nurse on S-hour shifts on the admission ward. 
A nieht nurse was also assigned to the service to cover many 
wards, including ours. During the !0-month. period the full- 
time billets on the ward were filled by 11 different nurses. 
5 of whom began their service at Oakland on our ward. One 
nurse requested to be transferred to our ward and none left 
us at her own request. 

Every morning when I first reported to duty I would meet with 
the charge nurse in my office for 5 or 10 minutes. Here we would 
plan patient transfers, and she would bring me up to the minute 
on events on the ward.“ She was in many ways an exceptional 
person—sensitive, dedicated to patient care, skeptical but reason- 
able, with a high degree of good intuitive powers. She was an 
excellent observer of patient behavior and quick to pick up clues. 
Her loyalty and competence were major elements in the success 
of the experiment. 

The stall was considerably influenced. by the fact that. the 
supervising nurse of the psychiatric service attended all commun- 
ity and stall meetings. She was in constant touch with all the 
other psychiatric ward staffs and made frequent visits to the other 

L It is interesting that the information given me at the start of the day had 


several significant arcas of withholding: (1) FE was rarely told about cating problems 
until had observed them. This might have been related to the clear nursing and 
Smothering” responsibilities involved in these problems. (2% On the occasions when 
Officers of the Day had put our patients in the quiet room at night, both the nurse 
and the corpsmen at first withheld. this information from me, perhaps out of re- 
luctance to cause me annovance or anger. (3) The nurse sometimes also did not 
tell me of special types of ward crises which she thought would become evident in 
the moming's community meeting, his was done partly out of curiosity as to 
how D would meet the unexpected crisis. his at first annoved me; but later T 
came to appreciate the fact that it did enable me to face the ward meeting without 
being prejudiced or influenced by tip-off clues 
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wards where she observed and talked to patients whom she had 
first seen on the admission ward. In our daily staff meetings she 
would report on the current state of any of our previous patients 
when there was progress, deterioration, or any pertinent change. 
This served as a valuable type of follow-up. | 
Meetings with Nurses. Once a week in my office I met for an 
hour with the nurses from all the psychiatric wards, including 
our own. These meetings were used as educational seminars 
dealing primarily with stall nursing problems and tensions. 
There was no planned course of lectures. The content of the 
meetings took its direction from the questions and problems 
Sometimes I would present a case 


which the nurses brought up. 
blem in patient 


history from the point of view of a particular pro 
management. At other times I played recordings of parent-child 
conflicts to stimulate thought on the problems they dealt with 
or gave a talk on a subject they requested. Many times they 
brought up personal problems and feelings. which were dealt 


with primarily insofar as they related to the socio-environmental 
forces in the hospital. This is not to say that personal psycho- 
re not touched upon, but these meetings 


therapeutic aspects we 
psychotherapy of the members than 


Were no more primarily for 
were the community meetings. 

The nurses were quite a candid and sophisticated group. The 
to be dedicated to a carecr in 


great majority of them seemed 
to help patients. 


nursing and eager for understanding of ways 
Vheir interest seemed to increase and their anxieties diminished 
as a result of the discussions. 


heir traditional training led them to sce 
black or white. definite and 


k precise answers and 


1 $ 
directions and to want things to be 
precise and authoritative. For example, one meeting began with 
this patient—permissively 


à nurse asking. "How do we handle 


or firmly?” 
meeting dealt with the question, “Can 


A fairly typical nurses’ 
ie? HF. you spend a good deal of time. 


you treat all people the san 


lor example, tube-feeding a very sick patient, does this special 
care create special problems?” The consensus was that it is prob- 
ably reassuring to the other patients. Then someone asked. "What 
do you say when a patient says. |] want to tell you something 
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but you must promise not to tell the doctor" Privileged com- 
munications were carefully analyzed, and we discussed the 
dangers inherent in nurses developing certain "contractual" 
relationships with selected individuals and the question of how 
far a nurse should go in commenting upon and interpreting 
intimate. private communications from patients. On our ward 
the nurses, so far as I knew, never made deep interpretations 
to patients, partly because of explicit instructions and partly be- 
cause of their identification with me, for I rarely made deep 
interpretations in meetings. I always avoided the exquisite type 
of insight interpretation which sometimes intimidates patients or 
overwhelms and confuses them with jargon. Nurses were urged 
to reflect upon meaningful comments by patients, if possible to 
express their own feeling response, and to talk simply, patiently, 
and honestly with patients, always directing their psychotherapy 
back to the community meeting or to the doctor. 

The psychiatric nurses were deeply disturbed by the insensi- 
tiveness of nurses in other parts of the hospital toward the 
patients in the psychiatric wards. For example, one of them said 
that, while taking a group of patients to another part of the 
hospital, she had been quite audibly addressed by a nurse who 
said, "Are you taking your nuts for a stroll?" She felt a terrible 
sense of humiliation on behalf of the patients. 

The chief nurse for the entire hospital came to some of our 
meetings, and on a number of occasions I lectured to all the 
nurses in the hospital. But the acceptance of our concepts had a 
long way to go in ov ercoming deep fears and prejudices ingrained 
by traditional training and experience. 

PSYCHOLOGIST 

The psychologist assigned to our ward functioned largely 
in a research capacity. He attended all meetings, conducted some 
when I was away, and spent long times on the ward observing and 
talking with patients. While the psychologic testing was done 
by other psychologists not assigned to the ward, when special 


interest was centered on any patient he would perform more 
extensive tests himself. 


After in staff mestines he e axa rhe KGa ae 
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odically to observe the spontaneous patient groups and discus- 
sions which followed the meetings. During the time of the film- 
ing of meetings, simultaneous tape recordings were made which 
he played back for the patients immediately after the meetings. 
All of these observations he would bring to the staff meetings. 
which began on such occasions before he returned from the 
ward. In the afternoons he would hold meetings with corpsmen 
and with patients on other wards and was active in teaching 
in the NP Technicians Corps School. In a measure he served as a 
culture carrier to the rest of the wards and had a strong influ- 
ence, particularly with the corpsmen. 

Like the rest of the staff he served as a valuable source of 
feed-back and was particularly helpful to me in innumerable 


discussions. 


SOCIAL WORKER 
The social worker on our ward had at one time been a line 


officer in the Navy but was now à civilian. In addition to his 


responsibility on the admission ward, he was head of the depart- 


ment of social work for the entire psychiatric service. A person 
he had previously conducted group 


of considerable experience, 
the discussion of administra- 


meetings on the admission ward for 
tive problems of NP patients, the various types of disposition, 
and legal and social service matters. This had led to a certain 
occupation with these matters, a fact he 
indefatigable worker who attended 
valuable point of view of the 
us with information 


amount of patient pre 
was quick to perceive. An 
all meetings, he brought to us the 
Social worker and each day acquainted 
(usually from relatives and. other sources) relevant to our dis- 
cussion. In his interviews he recorded patients’ reactions to the 


therapeutic community as another type of feedback information. 


ROLE OF THE DOCTOR 
In mental hospital management there has been a growing 
tendency in recent years to separate the roles of administrator 
and psychotherapist. The major advantage attributed to this plan 


is that, by displacing on the administrative psychiatrist. the 
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hostility aroused by the restraints and restrictions of hospitaliza- 
tion, it enables the psychotherapist to deal more freely and 
effectively with the "deeper" emotional and mental aspects ol 
the patients illness. The dichotomy, of course, is not complete— 
the administrative psychiatrist inevitably enters into psycho- 
therapy, and the psychotherapists’ recommendations and sugges- 
tions inevitably affect administrative decisions about the patients. 
In fact, the plan apparently works best when there is close com- 
munication and cooperation between the psychiatrists in the two 
roles. In a few well-staffed hospitals this program seems quite 
successful. 

No doubt the therapist often feels more comfortable with the 
patient when he can shift the administrative responsibility to 
other shoulders and assume the purely “aseptic” therapeutic role. 
free from entanglements with some of the patient's. everyday 
problems. But in the military organization, such a dichotomy 
would be totally unrealistic. The patients would be extremely 
skeptical of the assumption that an “officer” psychiatrist would 
have no influence on administrative decisions concerning them. 
Po abdicate his administrative role, the psychiatrist in the service 
would have to remove his officer's insignia. On the ward at Oak- 
land, therefore, I was both administrator and therapist. 

Since the admission ward was an operative unit of the hospital, 
and not primarily a research project, my administrative responsi- 
bilities included the routine duties of the medical officer on a 
busy receiving ward—conducting admission and evaluation inter- 
views, writing admission notes, talking to relatives, answering 
innumerable telephone inquiries, and in general assuming re- 
sponsibility for the running of the ward. Physical examinations 
were done by the Officer of the Day, the intern, and sometimes 
by me. 

In the community meetings I consciously played the role ol 
therapist, attempting by my interpretations of the patients’ com- 
munications and my summaries of the discussion to direct. the 
patients to a meaningful examination of their emotional and 
mental problems. In the individual interviews I was either the 
administrative officer or the therapist or both, depending upon 
the nature of the problem which the patient brought to me. 
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In relation to the staff, I felt that my status role called for 
a degree of real friendliness and an openness on matters pertain- 
ing to the patients that should be communicated to the staff to 
make their work more enlightened and effective and more inter- 
esting to them. But I felt also that the staff were independent 
and equal members with me of the community, and not depen- 
dent extrusions of myself or my personal possessions. (As Kali- 
howski comments, “You can't have your slave and eat him too.) 

The staff all worked toward the same common goal—the care 
and management of the patients. Any differences, problems. and 
aff group were relatively short-lived. As 
I was the leader to whom 
ad 


tensions within the st 
the only medical officer on the ward, 
they must eventually turn or reconcile 
» had there been an administrator and 
ward, the possibility of playing one 
against the other would have magnified potential disruptions. 

found, in no serious way interfered 


their feelings about. E 


there been two doctors, € 
a psychotherapist. on the 


Fhe administrative role, I 
with the therapeutic role: 
population, it could often be 


in fact, with our particular patient 
utilized. very advantageously lor 
therapeutic purposes. For example, since most of our patients 
their primary interest was 


were not on the ward voluntarily, 
n do I leave this ward?” 


often in administrative questions Whe 
“Will I go back to duty?” To have 
shrugged such questions off by saying, “You must talk that over 
Dor "That is nothing I have any- 
xtients to think, “So 


"What ward will I go to?” 


with the administrative officer” 
thing to do with,” would have led the | 
tings got to do with me?” The 


What? Then what have the mee 
the patients all attended the 


fact that, almost without exception, 
community meetings willingly probably attests to the effective- 
Ness of integrating the administrative and psychotherapeutic 
functions. 
ablish any blanket rule on this sub- 


I am not attempting to est 
ral. Jam merely reporting my 


ject for mental hospitals in gene 
observation that the integration ol administrative and therapeutic 
functions is possible and does 
psychotherapy. In our particular si 
Separation. of the two functions I 
weakened the therapist's position. 


not necessarily interfere with 
tuation, in fact, an artificial 
believe would have seriously 
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Utilization of the Officer Role in the Therapeutic Situation. 
A psychiatrist taken from civilian practice of individual therapy 
and placed in charge of a military psychiatric ward may conclude 
that he can no longer do "psychotherapy" or may be led to 
choose a patient here and there for individual therapy and dis- 
regard the majority of the patients. However, it seems to me that 
he can function efficiently as a therapist for his entire patient 
population: (1) if his own conscious and unconscious feelings 
about authority and about his current authority status are 
"healthy" and (2) if his own "personality" is adequate in terms 
of his sense of security and his lack of fear of the patients. 

The military situation, in fact, presents a unique opportunity 
to study the therapy-authority problem, for the psychiatrist in 
military life cannot relinquish either his therapeutic or his ad- 
ministrative responsibilities except by rationalization or by ad- 
ministrative maneuvers to disguise or circumvent the reality of 
his role. He stands also in a unique position so far as transference 
is concerned, since he wears the uniform of authority, and specif- 
ically of that authority with which many of his patients have 
recently been in open conflict. But in people the feelings 
toward authority figures—parent surrogates—are mixed. His own 
feelings about his own authority are more important than the 
clothes he wears. These feelings will often determine whether he 
arouses negative or positive feelings in his patients and whether 
he arouses them for therapeutic or antitherapeutic uses. I doubt 
that he ever stands neutral or can pose in a legitimately neutral 
position as the private practitioner or the analyst can. 

Beginning, therefore, with this premise, the question is: How 
can he use this dual role for therapeutic purposes? His manner 
and attitude toward patients and staff can obscure but never 
obliterate the hierarchical traditions. Thus the medical officer 
is—or should be—like the line officer, a leader. His men (i. e., the 
patients) quite rightly expect leadership qualities in him. Wisdom 
lies then in a full acceptance of the authority inherent in the 
officer role and the exercise of it in the therapeutic situation to 
achieve the healthy repressions essential to the orderly func- 
tioning of his "command." 

In the Oakland therapeutic community I found that my identi- 
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fication with the Navy in a role clearly defined by military 
custom—my authority, not only as a doctor, but as an officer— 
gave force to my expectation that others would remain in their 
roles, however sick they were; that this was their task. They were 
required by these roles to respect the corpsmen and nurses and 
to behave in the full knowledge that they were within the Navy 
culture. Thus the Navy culture itself was utilized to strengthen 
the structure of the unit. Occasions were provided for discussing 
the difficulties the men had in fulfilling their roles and for 
investigating how far their own inner difficulties gave rise to 
difficulties in these roles. 

But no retreat from real life into irresponsible, infantile re- 
gressions was encouraged or sanctioned. The pain of having to 
of having to fulfill a role in it, 


remain in contact with reality, 
and paranoid feelings 


together with the anxieties, depressions, 
it gives rise to, is the essence of the illness. To help the patient 
retreat from social reality is no part of psychiatry's task. Rather 
its task is to analyze what it is in the patient that gives rise to 
pain in the context of his encounter with reality. This is not 
to say that reality has caused the illness, but rather that it has 
highlighted anxieties which are typical for the patient and which 


are now in his internal world. 
On theoretical grounds alone we 
the pressures of external reality on the patient is likely to be of 
great benefit to him. To collude with his regressive needs may 
be unwise, for it is the regression and the causes of it that must 
be treated. To put it another way, the patient must be given 
permission to be ill, to feel his pain, to have his depression or 
paranoia or whatnot, but the psychiatrist should not help him 
evade the fact that reality exists and that its demands are to 


some extent inexorable. 


do not expect that removing 


The psychiatrist must be a sort of 
commanding officer who, in the middle of a retreat, takes a 
stand against a panic. His job is neither to shoot the deserters 
Nor to lead the retreat, 
the social tasks upon which his me 
engage. Neither punitive nor lax, the 
side of the ego, that part of the pati 


but to remain a representative of 
n, for better or worse, Must 
psychiatrist must be on the 
ent’s makeup which has to 


mediate with reality. 
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Thus freedom in the therapeutic community was never synon- 
ymous with laissez faire. There were definite limits on behavior. 
Fa 


and retreat from society or the Navy is another. Freedom to be 


edom to be ill or frightened is one thing: freedom to run away 


angry is one thing: freedom to strike is another. The essence of the 
analytic situation is that the patient is free to feel and free to put 
these feelings into words. He is not, however, free to act excepi 
within the confines of the formal analytic role expected of him. 
Freedom is thus a relative concept, just as democracy is a relative 
concept, just as permissiveness is. Any attempt to be absolute on 


these matters is as arbitrary as full discipline and repression. 

Some Observations on the Group Therapy Technique. ‘ile 
fact that any person who gets patients together in a group meeting 
is ipso facto said to be conducting group therapy makes for con- 
siderable confusion as to what group therapy is and what it aims 
to accomplish. The technique employed in group therapy is 
a highly precise and complicated one, different from. that em- 
ployed in individual therapy and, I believe, more difficult. 
Unless this technique is employed, the term group therapy cannot 
be accurately applied to group meetings. 

It is a technique ol creating an atmosphere in which the 
patients will take over the meeting as their own and, with a 
minimum of guidance from the therapist, will freely discuss their 
problems with each other and with him. Ideally, no patient 
will remain withdrawn from the group: all will sooner or later 
become involved in the discussion. To achieve this result, the 
leader must have the skill to set the patients at ease and to relieve 
emotional tensions that block communication. Thus he must be 
quick to catch clues to resistances, and apt at interpretations 
that will lead patients toa deeper examination and revelation ol 
themselves and the feelings and thoughts that are troubling them. 
His manner must be informal and easy so as to encourage the 
patients to speak freely, and his interpretations of their com- 
munications must be simple and direct. 

a 


5. Foulkes says of it, "Within a different framework and with more ambitious 
aims. it is an instrument so delicate and vet so powerful that skilled handling de 
mands more from the therapist than the most difficult individual analysis.” From 


Principles and Practice of Group Therapy at Northfield Hospital. 
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The function of the community meeting is such an important 
one that it cannot be relegated to subordinates except for short 
periods but must be assumed by the leader of the therapeutic 
community himself. 

To conduct group therapy successfully, the leader should be 
a well-trained psychiatrist of considerable experience. A deep 
understanding of psychoanalysis is also highly advantageous, and 
perhaps even essential, for although the meetings are conducted 
on the ego level, constant awareness of the unconscious processes 
is extremely important in interpreting the patients’ communica- 
tions and directing them toward therapeutic ends. In addition, 
the leader's own anxieties should be well under control, particu- 
larly those relating to implied or expressed feelings of hostility. 
Given these prerequisite qualifications, the psychiatrist who is 
Willing to learn “on the job” will master the technique through 


experience with the group itself. 


CHAPTER IV 


REQUESTED INTERVIEWS AND 
SPECIAL TREATMENT CASES 


INDIVIDUAL INTERVIEWS 


A simple routine procedure was established in the therapeutic 
community by which patients could arrar 
views. We posted on the bulletin bo 
as follows: 


age for individual inter- 
ard a sheet of paper headed 
"Any patient who wishes to see the doctor, please 
sign below. You will be taken in order as time permits." This 
openly posted "doctor's list" was our way of informing the 
patients that in the therapeutic community the 
to the doctor for help on their 
cluded any risk of my making a 
and then forgetting 
specific situation. 
With rare exceptions patients who si 
within 48 hours. Time 
end of each d 


re was easy access 
personal problems. It also pre- 
verbal promise to see a patient 


about it. It was a device tailored to this 


gned the list were seen 
Was set aside for this purpose toward the 
ay. I would walk onto the ward, call the first name 
on the list loudly, and with a Visible flourish check it off. The 
list was gone through in this manner. each name being checked 
off as it was called 50 that everyone could see 
been made and Where he stood at the 
others. During the 10 months of the 


lists were posted and filled and then t 
later study.! 


What progress had 
moment in relation to 
experiment 28 separate 
aken down and kept for 
a 

l. The patients usually wrote or printed their n 
by their rank and the date. 
Was urgent. One 
after his name, “Very Urgent,” 
"Call Texas if possible, 
Another schizophrenic wr 
is very important,” 


ames neatly and followed them 
would indie: 
ressive character disorder, 
and a schizophrenic added 
very urgent, 


On rare occasions they ate that the request 
patient with an agg for example, wrote 
al 
and to have someone 
ote, “Out of this civili 


This message w: 


arge printed mes 
Visit 


age, 
me if possible.’ 
he dubblee, as it 
Urgency in an- 


an bs. aid first on ql 
as signed, "Private Retired.” 
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The mere fact that the patients could see the doctor by con- 
forming with so simple a ward procedure was in itself a type of 
ea that probably tended to reduce the number of re- 
a ies: 8 the fact that the list was openly posted 
1 "d ewe prm restraining influence on requests of a 
es c5 er X * 1e peer group. The patients scrutinized the 
110 55 . i l Dronigi certain pressures to bear (as I learned 
oe case interviews) on those who made such requests 
Ped ae ms dn a sense, as a bond and a contract between 
ol e 1 It was visible evidence to the patients 
cae ee pe on s = also visible evidence of the 
often led the patients T e cedem 3 H Z xa 
tion. When the list was long q si i decidir did ed aoe 
3 . ng, the interviews often became short 
se the patients themselves tried to say what they had to 
x quickly so as not to make a great demand on my time. Often, 
. patients beyond working hours, they would 
Mee y say that they didn't like to keep me so late and that 
juestion could wait until the next day. 

On my part, I regarded the fulfillment of the requests as a 

that could not be scamped. One night, 


€c "340 . . 
mtractual obligation 
rome when 


jus us 4 Nis several miles on my way toward | 
ir dites 7 realized that a patient whose name had been on the 
1 „ had heen skipped over, as he was off 
a A a i an X-ray at the ume I came to his tame, He 
fk 5 patient who, I knew from previous interviews, 
nsiderable amount of anxiety about being on a locked 
ward and some covert hostility toward the staff for their necessary 
e Me hospitalization. I returned to the ward immediately 

called him to my office. He did not know, of course, that 


Th 
a a : x 
d left the hospital and returned, but 1t was clear that he 


ined word “P 
he list was later € 


mount” afier the 


other cas, oh SES. 
case was indicated by the heavily pt 


name signed on t rossed out. 


Patients name. Occasionally. also. a 
the list was kept neat and 
the filled list which had been removed 
on the board. headed “To See Doctor." 
M] did. His name had 


itt wa 
„ few exceptions. orderly. 
the night 1110 when I went to replace 
I aged Gas efore, I found one already 
o had put it up and a patient said proudly, 


alread 
adv been si 
been signed. the first on the list. 
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believed I was not going to see him and that he was angry about 
it. His relief was so great that the interview turned entirely to 
that, instead of to the reason for which he had requested the inter- 
view—indeed, he said that he had forgotten what it was. The 
interview was only a short one, less than 5 minutes, but when 
he returned to the ward he assured me that he now felt all right; 
whatever had been the trouble was no longer bothering him. 
Following this, his anxiety decreased; he continued to say that 
he felt “better”; he did not again request an interview. I did 
not, of course, enjoy having to drive back, but if the promise 
implicit in the list had not been fulfilled, his anxiety and hostility 
would probably have been intensified by my failure to keep 
faith with him in this matter; moreover, in the long run it would 
have been more trouble and work for me. 

On another occasion when I had inadvertently overlooked a 
patient whose name was on the list, this patient’s behavior in 
the next day’s meeting was entirely unlike his previous behavior. 
In an interview with me after the meeting, his feeling of rejection 
and his resentment over this “discrimination” against him were 
very apparent. He had interpreted my oversight as confirmation 
of his own sense of worthlessness 


greatly increased that my explan 
allayed it. 


; and his anxiety had been so 
ation and apology only partly 


In our times, when ataractic drugs are sometimes given at a 
o ^ 


drop of the hat for symptoms of anxiety, these two cases may have 


implications on the genesis of anxiety and on its amelioration 


by social means rather than by drugs. The 


justification often 
given for using medication in such instances is that there isn't 


time to sit and talk to the 


patients. But my experience was that 
the amount of time 


spent is not so important as the manner in 


which it is spent.” On occasion the doctor may have to tell the 


patient that he has only a very few minutes, but he should never 
act rushed or impatient at giving those few minutes. Despite any 
given limitations on his time, he must sit relaxed and waiting, 


c 
2. Elton Mavo suggests a formula that can be taken as a useful guide in inter- 
Viewing a patient: “Listen without interrupting and watch for what he says, 


for 
what he omits, for what he takes for granted, for what he cannot say Without help: 


and remember that what he says may be the opposite of what he wants but does 


not dare be recognized as saying that he wants. 
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practicing what Russell Dicks has called “the ministry of listen- 
ing" in a manner that will bring to the patient a genuine sense 
of interest in his problem. It is probably impossible to disguise 
or conceal the unconscious communications of the doctor who 
grudgingly gives his time or who feels resentful toward his 
patients for their demands upon him. The nonverbal communica- 
tion to the patient must be an assurance that whatever can be 
done on his behalf is being done and that we will not raise 
more dust than we can settle. 

In private interviews patients would often talk to me freely, 
and I often regarded such communications as confidentially as 
if I were in private practice. Yet no explicit "pact" was ever 
entered into with any patient who might ask to tell me some- 
thing "off the record." But if I felt that it was not appropriate 
to make such information a part of the record, I did not? Nor 
did I later tell the group in the community meeting anything 
told me in such an interview, though I commonly urged the 
patient himself to do so. 

Statistical Analysis of Requests. The doctors lists for the 
8-month period from August 1, 1955, to April 1, 1956, show 
that 383 of the 810 patients admitted to the ward during this 
period (47.3 percent) requested interviews. The number of re- 
quests totaled 766. In relation to admissions, the proportion of 
patients requesting interviews was consistent month by month. 
(See Table IL.) 

3. Medical records, despite their supposed confidential sanctity, are not so re- 
Stricted as one would like to think. Many of them will follow patients back to 


e seen there by hospital corpsmen. When I first re- 
sts, knowing of past unfortunate situations in 


their duty stations and will b. 
Ported to duty one of the psychiatri 
this regard, advised me. "Never write 
You wouldn't want read over the PA s 
accompanies the pa 


anything on the patient's health record which 
em of a ship.” (The health record, unlike 
tient to every station that he goes to in the 


the hospital record, 
Navy.) 

On these matters there are limits to which one can trust staff. Their training 
and som 
Likewise there 
s, psycholog and social workers, and there are limits 
to which highly confidential information about patients should be entrusted to 
them, But, of course. the question. goes deeper than merely a matter of trust— 
amental philosophy of a physician and the ethic traditions 


and experience vary e of them will show scoptophilic interests which 
Should not be fed. 
"maturity" of psychiatri 


are wide variabilities in the ability and 


it is a matter of the fund 
of his profession. 


4. Graphs 10 i 12 (Appendix D) relate to this section. 


E 
© 
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TABLE H 


REQUESTS FOR INTERVIEWS IN RELATION TO ADMISSIONS BY MONTH, 
Ausf 1955—Marcn 1956 


Admissions Requests for Interviews 
Number of 3 > 
Month ^ Patients N umber of 
Number Making Intervie 75 
Requests! Requeste 
August 91 18 91 
September 90 ^ 69 
October 86 40 96 
November 100 57 103 
December 102 11 87 
January 127 52 101 
February 86 35 76 
March 128 66 143 
E = . — — 
Total 810 766° 


l. Patients are credited to the month according to the last day they were on the 
ward. 


2. 473 percent of patients admitted. 


By 


An average of 2 requests cach for the 


patients requesting interviews. 


Approximately 50 percent of these patients (186 of them) 
asked for only one interview, and about 25 percent. (98 patients) 
asked for two. The other 25 percent (99 patients) asked for 
three or more; this 25 percent accounts for 50 percent of the 
766 requests (Table III). 

The diagnostic composition of the group requesting inter- 
views closely parallels that of the patient sample as a whole. No 


major diagnostic category is disproportionately represented. But 
some interesting divergences appear when the figures are anal 
8 s anal- 
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TABLE III 


DISTRIBUTION OF PATIENTS REQUESTING INTERVIEWS AND INTERVIEWS 
REQUESTED IN ‘TERMS OF NUMBER PER PATIENT (ON A RANcE oF ] To 9)* 


Number o s "Distibuiton of Patients Distribution of Requests 
Requests - 
per Patient Number Percent Number Percent 
I 186 48.6 186 24.3 Í 
2 ; 98 25.6 196 25.6 
3 i f 56 14.6 168 21.9 
4 3 21 5 5 84 11.0 
5 11 29 h 55 =| 72 
5 "uu d ow | & 
7 4 T" d o | 28 d i 
s uere or cos SE TUR NT d 
9 j 1 0.3 9 1.2; : 
i Total 383 jl 100.0 x 766 TS 1000 


, 9 per patient. 


E 
Average number of reques 


of requests per patient.“ In the 


yzed in terms of the number 
sted three or more interviews, the 


group of 99 patients who reque 
proportion of schizophrenics is 
the entire patient sample. The 
on the other hand, is lower than 


54.5 percent as compared with 
10.0 percent in proportion of 
psychoneurotics in this group. 
— 

5. The point of departure here for sta 


three interviews because, while one or tw: 
practical or administrative nature, 


ly to the patients problems arising from his 
at 3 or more or at 4 or more requests 


istical purposes was arbitrarily set at 


terviews were often requested to dis- 
requests 


ss personal problems of a purely 


of two usually related. direct 
Whether divided 
es were found to be insignificant. 

erviews in the 3 diagnostic groups 
the difference was statistically 


emotional or mental illne 
per patient, the statistical difference 
In comparing patients requesting 3 or more int 
with the total number of patients in each subgroup. 
significant at the 1. percent level (.001<P>.01). 
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: z n nese PRG 
in the patient sample as a whole—15.2 percent as against 26.6 
percent. There is also a slight drop in the proportion of patients 
with character and personality disorders, the figure here being 


26.3 percent as compared with 28.3 percent in the total patient 
sample (Table IV). 


TABLE IV 


REPRESENTATION OF DIAGNOSTIC CATEGORIES IN GROUP REQUESTING INTERVIEWS 


AND IN TOTAL PATIENT SAMPLE 


Representation of category A 
Patients Patients | Total Total 
Diagnostic Requesting Requesting Group Patient 
Category Tor 2 3 or Mo Requesting Sample 
Interviews Interviews Interview. (N = 526) 
No. % % 
Schizophrenic 
reaction 98 38.7 54 152 43. 10.4 
Character and 
personality 
disorder 70 273 26 26.3 96 255 28.3 
Psychoneurotic | i VECE 
reaction 79 31.2 15 153 94 26.7 26.6 
Other psychotic eil Cail ee cae - 
reactions 6 24 4 4.0 10 28 4.0 
Total 253" 100.0 99 100.0 352 100.0 99.9" 
1 The names of 31 of the 7 


284 patients requesting 1 or 2 


interviews were illegible. 
? Remainder are cases of acute 


situational maladjustment. 


Thus the schizophrenics tended predominantly to seek out the 
doctor in multiple individual interviews. The 


psychoneurotics, 
better able than the 


schizophrenics to function in the group and 
less dependent on the one-to-one relationship, showed an opposite 
tendency. Although they requested first interviews in about the 
same proportion as the schizophrenics, they were less inclined 
to repeat their requests. The patients with character and person- 
ality disorders showed a slightly different pattern from either 
of the other two categories. The proportion requesting one inter- 
view was slightly lower than for the schizophrenics and the 
psychoneurotics. But a relatively large number of the 


m requested 
two interviews. After the second interview, 


unlike the schizo- 
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phrenics, the proportion requesting further interviews dropped 
off. It was as if the patients in this category were testing out 
whether the doctor could be trusted to see them, as the list on 
the bulletin board implicitly promised, and it took two tests to 
convince them. It was as if they were saying, "I'm from Missouri." 
The schizophrenics, on the other hand, returned repeatedly for 
the support which they sought in the individual interview with 
the doctor. 

This breakdown of the figures suggests that the device of the 
doctor's list in the therapeutic community did not, as might be 
feared, open the floodgates to the “psychopaths” and the "trouble- 
Some neurotics." It rather opened the door to people in trouble, 
and the patients used it in proportion to the trouble they were 
suffering.“ 

Factors Determining Volume of Requests. The number of 
patients who signed the doctor's list fluctuated widely from day 
to day (Graph 13, Appendix D): For a time it was my im- 
pression that these fluctuations reflected the degree of tension 
on the ward. But careful study of them over many months in- 
dicated that this was not an adequate explanation. The pcak 
points in the volume of requests coincided only occasionally 
with periods of high tension. Variations in the length of the 
doctor's list must therefore be explained primarily in terms of 
other factors. 

Some of the variations are undoubtedly related to the varying 
admission rates. A comparison of the data reveals that the peak 
days on requests were frequently also peak days on admissions. 
This probably means that many of the new patients, seeing the 
doctor's list, wanted an interview with him to clarify their status 
Or to discuss their personal problems. In natural likelihood, also, 


—————À 


6. This experiment, however. was confined to patients who stayed on the ward 


ight be different in state hospitals with chronic patients, 
8 


a short time. The results m 
cw every day. I cannot 


some of whom might importune the doctor for an intervi 
is situation. 


Say positively how I would have met th 
e types of curves. Type 1 has a high 


7. This graph shows predominantly thre 
Type 2 has a low Monday peak and 


ly high peaks. The large number 
Jated to my being Officer of the 


Monday peak and a secondary midweek rise. 
a high midweek peak, while type 3 has two equal 
of requests on the fourth Sunday in January is re! 
Day and working in my office on the ward. 
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more disturbed patients would come onto the ward when m 
missions were heavier than at other times; the anxiety that their 
presence aroused on the ward might account in part for bar 
frequent. parallel between peaks on requests for interviews and 
peaks on admissions. . 

But perhaps an even more significant factor was the transfer 
of patients from the ward. With few exceptions the greatest 
number of transfers each week were made on Monday and the 
next largest number on Wednesday. Few were made later in 
the week and none on the weekend. The peaks on requests for 
interviews so frequently coincide with or immediately preceded 
the peaks on transfers as to sugoe: 


st a direct cause and effect rela- 
tionship. 


The parallel doubtless reflects the considerable anxiety 
of the patients about when they were to be transferred, where 
they were to go, and what the outlook for them appeared to be 
both in terms of their further stay in the hospital and the final 
disposition of their cases, as well as a need to relate personally 
with me for one final interview. 


Graph 14 (Appendix D) shows the volume of daily requests 


for interviews in relation to the volume of 
fers for 2 months. By and large, the 
requested interviews either shortly 
before being transferred, 
in the f 


admissions and. trans- 
greatest number of patients 
after being admitted or shortly 
The explanation for this probably lies 
act that many of the interviews were sought for the pur- 
pose of discussing personal problems of an administrative nature, 
and such problems were uppermost in the 
at these times. 

"Those 


minds of the patients 


peaks in the number of requests which do not coincide 
with the peaks on admissions or 


ceptional. They usually relate to 
extremely disturbed patients or 
meetings of subjects that 


the peaks on transfers are ex- 
the presence on the ward ol 
to discussion 
aroused anxiety. 

Content of the Interviews. It was known on the ward 
repeated in the community meetings 


in the community 


and often 


that personal questions 
of a strictly practical and administrative 


brought to me in individual interviews, 
ings. Many of the interviews were requ 
purpose of discussing such matters, 


nature were to be 
rather than in the meet- 
ested, therefore, 


for the 
The patient wanted 


answers 
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to questions concerning his stay in the hospital, his diagnosis, or 
the disposition likely to be made of his case; or he wanted help 
and advice on urgent personal or family problems of a practical 
nature. Patients hoping to be sent from the admission ward to 
an open ward often wanted to ask me about their chances of this: 
and in many instances it was possible to assure them that their 
chances were good because of the improvement they had made 
during their stay on the ward. Patients who were in disciplinary 
status almost invariably came to ask what would happen to them. 
Since this was a matter of doctor-patient concern, the question 
was always answered within the limits and as precisely as possi- 
ble. For the most part, the patients who requested only one or 
two interviews were concerned with problems of these types. 

Situations which troubled patients on the ward also occasioned 
a number of requests for interviews. For example, a patient 
With a severe character disorder came in to tell me about his 
fear of one of the schizophrenics, especially at night, and his 
apprehension about the coming night. While nothing could be 
done except talk about his fear, the very fact that he could 
talk it out helped him to carry on. 

Requests for sleeping pills were frequently made in individual 
interviews. In such instances I explained our policy of using them 
only in emergencies and led the patient to talk about why he 
needed them. Almost invariably he accepted the refusal without 
dissent and turned to his real anxiety. Often he left the interview 
With the satisfaction of understanding something of the under- 
lying cause of his sleeplessness. 

On occasion the doctor's list served as a safety valve in the 
Case of severely depressed patients. In one instance, when an 
important person had promised to see such a patient and had 
forgotten it, the patient placed his name on the list. He had said 
to a staff member, in a tone of urgency and fear, I'm really 
down today and I hope I can snap out of it. He remained by 
himself on the ward, and when the staff member came to sit 
by him, he walked away. In the interview his first words to me 
were, "I know what my trouble is—I walk away from people," 
(and implying that other people walk away from him). "Staying 
by myself is the worst thing I could do. I know I should be in 
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the group. I listened yesterday and wanted to talk. But I'm afraid 

f appearing stupid." ; 
j . vh sem of his mother (an "ideal mother") and his 
wife. His mother had always told him what a difficult and pain- 
ful birth his had been and how she had almost lost her life when 
he was born. When his wife became pregnant, he thought that 
she would suffer as his mother had. He became greatly depressed 
and was hospitalized for psychotic depressive reaction the day 
before his wife gave birth to the baby. In the interview he was 
able to see his own identification with his child, and the under- 
standing relieved his anxiety considerably. 

The interviews sometimes related to the discussion in the 
community meetings. For example, one patient began his inter- 
view by saying, "I brought up the question of failure in the 
service in the meeting [this morning] and I've been quite tense 
ever since." He went on to talk of his lack of self-confidence and 
of his father telling him when he went into the service that it 
would either make him or break him. He took his present situa- 
tion as a grim fulfillment of his father's words, words he consi- 


dered as evidence of threat of parental abdication and failure, a 
sort of foster-home-too-late. 


Since he had reached only the point where his problem had 
mobilized anxiety, but not the point where it was meaningful 


to him, I urged him to bring it up in the community meeting. 
The next day he did so. In this instance, as in many others, the 
interview served to reassure the patient and to eive him the con- 
fidence to take up with the group a problem that had meaning 
both for him and for them. 


Other patients would confess in individual interviews things 
they had not told in their admission interviews or in the com- 
munity meetings. One patient told me, for example, “I tried to 
shoot myself," a fact which he had withheld before. He had 
come to me, however, because of anxiety aroused by a situation 
that had happened on the ward. He had asked the Officer of the 


Day on sick call at night whether he could talk to him later, 
and the Officer of the Day had said that he would come back 
in a half hour. The patient told me, *He never came back. That 


was 18 hours ago, and I still have a headache." 1 Save him some 
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aspirin, and he was satisfied with that; but, more important, 
he was satisfied that he had been seen here as promised and 
when requested. It was this and the doctor's gesture rather than 
the aspirin that made him feel better. 

Though the main purpose of these meetings was not psycho- 
therapy, the plan of access to the doctor permitted minor psycho- 
therapy which was more effective than drugs in diminishing the 
patients’ anxiety, from whatever cause it arose; and actually, 
from an operational point of view, it took no more time. 


SPECIAL TREATMENT (PSYCHOTHERAPY) CASES 


One patient in each of the groups, selected at random, was 
seen daily in individual therapy during his stay on the ward. 
This plan was designed primarily to give me a deeper under- 
Standing of the operation of the group process through observa- 
tion of its effect on the individual patient. It was also a means of 
keeping a finger on the pulse of the ward, for the special therapy 
Cases were a continuing source of information on what the 
patients were thinking and saying about life in the therapeutic 
community. 

The following aspects of life on the ward were apparently 
often discussed by the patients on the ward and were viewed with 
great favor: the accessibility of the doctor through the doctor's 
list; the elimination of the quiet room, which the patients feared 
and regarded as a form of punishment; the practice of seeing 
patients immediately on admission; the practice of transferring 
them from the ward in the order of their arrival; the concern 
and helpfulness of the corpsmen and nurses; and the daily com- 


munity mectings. : 
The meetings seemed to have something of the interest of a 

daily newspaper on the ward. A comment. made or a record 

played at a meeting often started a chain of thought that went 

on for days, and the patients talkec i h ; 

the ideas stimulated by the meetings long after the meetings had 

ended. 


— 
8. These were in the main 30-minute sessions, but because of the pressures and 


id to be reduced, sometimes to only 


1 among themselves about 


demands on the ward the time occasionally ha 


5 or 10 minutes. 
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The patients seen in daily individual therapy also gave me 
some valuable insight into silence in the meetings. For the most 
part, these patients themselves tended to be very guarded in 
the meetings and often did not speak at all, for they were very 
sensitive as to the effect that what they said in the meetings 
might have on the individual relationship or vice versa. But, 
I found, they all had vicariously participated, even though they 
had not spoken, and they all had a vivid sense of what had gone 
on. As one patient said, “My mind was going clickety-clack. 
clickety-clack even though my mouth was closed." Possibly there 
was a similar form of participation and identification going on 
in silent patients who were not seen in individual therapy. 

The patients selected for continuous therapy often tended to 
act as if they had a special status, which indeed they had. But 
the fact that one patient in the group was being given this 
special treatment was never discussed by patients in the meetings. 
and no questions were asked about why he was being seen without 
having signed the list. It seemingly aroused little jealousy OY 
resentment in the other patients. It was 


never mentioned by 
other patients who sought individual interviews by way of the list. 

One of the special treatment cases—a 22-year-old Marine named 
Fogel—will be briefly discussed here to illustrate the interplay 
between the individual therapy 


sions and the community 
meetings. This patient's story, as it came out in the interviews. 
was one of life-long conflict with a hostile, ageressive, alcoholic 
father who had beaten him savagely and repeatedly for as far 
back as he could remember. He iold me, "My father never 
treated me well or helped me in a friendly fashion. My father 
always said I'd be a no-good bum." He had found a friend in 
his mothers brother, however, and he described this uncle as 
"everything a father should have been." His mother appeared in 
his account of her as a lovable person who deprived herself for 
the children and tried to protect them from the father. His 
childhood world was shadowed by the clouds of parental sado- 
masochism, and his ambivalent love for his mother c 


aused him 
torment. 


When the patient was 18, a very significant event occurred. 
The father, while drinking, tried to find a gun to kill himself, 
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and the boy hid the gun to prevent this. Police were called, and 
later the father beat the boy brutally. The boy never attempted 
to protect himself from the father’s blows except by holding 
his hands in front of his face. 

When he was 20, he joined the Marines to get away from the 
father. He made a marginal adjustment for 10 months, but then 
went AWOL in resentment over a 2-weeks’ restriction imposed 
for disobeying an order to clean a rifle, which he claimed had 
already been cleaned. A few months after this, he married; and 
two months later, while he was on duty overseas, he received 
notice that his wife was filing for a divorce. At this point he 
became depressed and tense, developed generalized urticaria, and 
was admitted to the hospital. He was advised at this time to see 
a psychiatrist but refused. 

After returning to his duty station, he applied for a humani- 
tarian discharge because his mother, who was now divorced from 
the father, was in financial need. His application was denied, 
and he "blew up" at the noncommissioned officer, but the next 
day he came back and apologized. Following this, in a position 
of minor command, he would push his men too hard and then 
apologize. This behavior of ageression and then apology re- 
peated itself until such time as he could no longer tolerate his 
anxiety and tension and was admitted to the psychiatric ward. 

I first saw this patient in individual therapy on the afternoon 
lollowing his first meeting on the ward. He had not spoken 
during the meeting, but had watched and listened carefully. In 
this first interview he said to me, "You know, Doc, I don't hate 
an't—I'm not made that way. I can't hate nobody 
and sock a guy, but then I will apologize 
mad at anybody at all. Is that normal, 


anybody. I just c 
at all, Doc. I can get sore 
and be sorry. I can't stay 
Doc?" 
"Are you sure you cant hate anybody?" I inquired. 

“I can't hate nobody at all, not for any 
s good to me and does anything 
t off my back. When I was 


“No,” he insisted, 
length of time, and if anybody i 
for me I'd like to give them the shir 
overseas and this guy wants five bucks, I d 
body does anything for me, I would do anything in the world 


for him." 


give it to him. If any- 
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“Are you thinking of anything special?” I asked. 

"Yeah, this guy—" and then he paused and said, "My uncle, 
he says I'm all wrong, but if you would do something for me 
like helping me, now—like you're doing—and you wanted somc- 
thing—say a dollar—and it was between me and chow, I'd give 
it to you. Is it wrong to want to do that?” 

"I think the intensity of your feelings is quite striking," 
I commented. "Isn't it better for us to try to understand why 
you feel so strongly, rather than what is right or wrong about 
what you want to do in this matter?” And then, tying the in- 
dividual interview in with the community meetings, I said, "Do 
you remember what someone said in the meeting this morning— 
that it is possible to give and not expect anything in return, 
but that sometimes the expectation of getting something back 
can be very great?" 

"Yeah, I know that." 

All during the interview he sat forward in the chair, twisting 
a rubber band about his fingers and making quick, uneasy move- 
ments with his mouth. He constantly indicated his passive 
dependency by such queries as, "Is that normal, Doc?" and "Is it 
wrong to want to do that?” and by his need to deny his great 
hatred and his possibly unconscious aggressive and even mur- 
derous feelings. 

In the next day's meeting again this patient said nothing. The 
meeting began with a 10-minute period of silence, which I inter- 
rupted by saying, "I wonder what this silence means." One 
patient replied, “Nobody has any problems." There was laughter 
at this, and when it had died down a schizophrenic patient said, 
"I slept well last night; the talk did it." Soon several patients 
talked about their personal problems, and then toward the end 
of the hour I played a short phonograph record about a little 
boy who ran to the top of a playground slide with an ice cream 
cone in his hand. There were many children behind him, 


15 yelling 
for him to go ahead. But if he went down the slide he wot 


| id lose 
his ice cream cone, and the way back was blocked by the children 


behind him. Utterly frustrated, he began to cry and call for his 


mother, who says “I’m coming” as the record stops. There was 
considerable discussion in the group of this little situation 
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In his interview that afternoon Fogel took pains to show me 
that, while he had been silent in the meeting, he had been 
listening. "You know, Doc," he said, "while the record was 
being played I kept thinking about something that happened 
when I was six, on Christmas Day. My father gave me a toy 
submarine and I was playing with it in the tub and spilt some 
water, and he came up and hit me and smashed the submarine 
and locked me in the attic. I broke out and fell down over the 
banister and hurt myself. My mother came and got me. I wanted 
to say something about it in the meeting, but I didn't like to." 

"Perhaps you were ashamed of your father," I suggested. He 
said, Ves.“ 

In the next day’s meeting the discussion dealt first with the sub- 

ject of suicide, introduced by a patient who had just been admitted 
after threatening to jump off a bridge. What he really wanted, 
he said, was to go home and be with his wife. Another patient 
asked, "If you can't face it here, are you ready to go out?” 
There was a long silence after this, and then someone made a 
comment about what being "crazy" means, and the discussion 
turned to this subject. 
: Suddenly, toward the end of the hour, Fogel spoke up for the 
first time, “They figure I'm a nobody. Nothing is wrong with 
me. I don't belong here. I just have to get out and help support 
my family." 

I asked, "Isn't there some reason why you are here?’ 

“Well,” he replied, and hung his head, "I was having trouble 


and not getting along.” 


On the following day the question of 
ting. One patient said that it was a 


oney doesn't always mean happiness. 
subject of giving, the subject 


"security" was brought 


Up in the community mee 
matter of money, but that m 
At this point they got onto the 
with which Fogel was so deeply concerned in terms of the father 
who had never been able to give him anything but whippings, 
and he himself would give "the shirt off his back" for kindness 
(i.e., love). 

One patient said, 
manner of giving. If I gave you à gilt. 
the right ward” (meaning that it would be a crazy thing to do) 


“Giving is affected by the giver and the 
you'd have me pegged in 
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“but if I gave my father a gift, it would be another thing.’ 
Another patient said, "Gifts should come from the heart.” Then 
Fogel said, hesitantly, obviously directing his comments to the 
patient who had implied that it was crazy to give (and probably 
feeling the emotion aroused by the word father), “If I give you 
a Cadillac, you might crash it up and wouldn't care as much as 
if you had earned the money and slaved for it." 

Realizing that Fogel was talking on this fantastic level about 
his own problem, I quickly brought it to a more realistic level 
by saying, "I wonder if we shouldn't talk about something more 
likely to be given.” 

As I said this, Fogel looked, and 1 thought longingly, at my 
watch. I turned my arm and looked at my watch too, and then 
he said that his father had given his brother (the favored brother) 
a wrist watch last month. Another patient d, “I once gave 
my father a gun.” Fogel flinched perceptibly and became silent 
at this. At the very end of the hour, however, he spoke again, 
telling how he had once quit a job and 
rich boss" when 
youth!" 


had said angrily to his 
he left, "Your money won't get you youi 


That afternoon he began his inte 


rview with further details 
on how he had “told off" 


the rich boss. In this verbalization he 
soon saw that he did feel hostility toward the man he was talking 
about and that in reality he could and did "hate" somebody. He 
suddenly recognized. in this interview too that "somehow or 
other" I reminded him of his uncle. I had therefore, I thought, 
become the "good father" for the time being. 

The following day's meeting is pertinent so far as Fogel is con- 
cerned only in that he was aroused in it to an intense hostility 
toward another patient who had spoken angrily to me. In this 
interview he said, "I wanted to punch him in the nose 
discourteous to you." He remained angry for 
this, and he was also angry with me. 


for being 
two days about 
"If anyone talked to me 
like he did," he said, clenching his fists, “I would punch him 


use 
aggressive conflict, he also rather envied me 


in the nose—or walk away." However, beca of his own passive 
for being able to 
control my anger. That's my problem," he said, 


"about being 
under control." 
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During his last three days on the ward, he began to have 
extremely ambivalent feelings about leaving, and he did not 
talk any more in the community meetings. But in individual 
interviews he began to ask, "When can I leave this ward?" 
When pressed for the meaning of this, since he knew perfectly 
well when he could leave the ward, he said, "I'm afraid that my 
outbursts will land me on a locked ward." That is, he feared 
that, either by his verbal expression in the meetings or by some 
aggressive outburst against the patient who aroused his antagon- 
ism, he would stir his father surrogate to punish him and lock 
him up as his real father had done on that Christmas Day when 
he was sis 

This patient ritualistically wrote his name on the doctor's 
list each day because he thought that the other patients would 


wonder why he was being called when his name wasn't on the 
list. He told me, however, that the last time I had checked 
his name off, I had made a “wiggly line" through it, which 
he thought was a question mark, and he interpreted this as saying 
that I didn't understand him (his transfer he interpreted as 
rejection). At the end of the interview he again reiterated his 
fear that his outbursts would get him onto a locked ward, and 
he said as he left my office, “PIL watch myself tomorrow, I 
Promise, Doctor.” 

In the meetings he did not seem to be afraid of what he was 
saying, but when confronted with me in the individual interviews 
he was afraid of what he had said in the meetings 
uncertain was his adjustment with a 
Now his fear of rejection and the 


so strong was 


his need to be liked, so 


Significant older man alone. 
anxiety of separation began to take hold of him, and the follow- 
ing day, when I was unable to see him at the usual time, he 
Waited all day by the ward door for me. I was able to see him 
then for only a very short time, and that night he had a sleepless 


Night and a headache which persisted until the next day's inter- 


View, which was his last one on the ward. 


At this last interview, instead of talking about pertinent feel- 
about his wife and about 


ings about himself and me, he talked 
e was afraid that the 


Wanting to get together with her again. H 
medical board before which he would probably appear would not 
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let him out of the service, a fear that was unfounded in reality, 
just as it did not seem that in reality he wanted to get together 
again with his wife. But this was not interpreted. The only 
things that I dealt with in this interview were the headache 
and the insomnia following my failure to see him at the regular 
time and for the full time. After this was discussed, I asked him 
about the headache, and he repeated, "Headache?" It was gone. 
In the 10 days that this patient had been on the ward the 
decrease in his tension, anxiety, and depression was strikingly 
obvious. The therapy in the meetings and in the individual in- 
terviews had woven back and forth, and the symptomatic im- 
provement which resulted was out of all proportion to the actual 
amount of time spent with him individually or in the group. 


CHAPTER V 


MEDICATION: BARBITURATES AND 
ATARACTIC OR “TRANQUILIZING” 
DRUGS 


am attitudes that had a determining force in shaping our 
policy on medication should perhaps be defined at the outset. 
The Oakland experiment was not anti-drug. But dependence on 
external forms of control, whether drugs or harsher restraints, 
runs counter to the basic principle on which a therapeutic com- 
munity operates—the principle that the major objective of manage- 
ment with the mental patient is to foster self-control. Since the 
patient can develop self-control only by facing his problem and 
learning to live with reality, the emphasis in the therapeutic 
community is on the social process which helps him to do so. 
When drugs facilitate this process or reinforce its effects, they 
are a valuable adjunct to therapy; when they have the opposite 


result, they are worse than useless. The instances in which we 


Used medication, therefore, were determined largely by these 
Considerations. 

No rigid design was imposed on the experiment for purposes 
of evaluating the effects of the social process as distinct from the 
effects of medication, for we were not attempting to demonstrate 


that a therapeutic community could operate without the aid 


of drugs. We were concerned only with the therapeutic needs 


of the patients. If medication for 
e best interests of the ward, it was 


“precious” 


a patient was felt to be in his 


best interests, or even in tl 
prescribed. In other words, the experiment was not so 
that the fundamental function of the doctor was in any way 
jeopardized by a rigid adherence to a research design. 

On the other hand, we conscientiously avoided the error of 
assuming that drugs in themselves can perform some miracle on 
the mental patient. Medication is likely to be 


[91] 


as futile a device 
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as quiet rooms and mechanical restraints unless, with the direc- 
tion of the therapist, the patient is led to analyze the causes of his 
tension and anxiety and to find within himself the necessary 
means of control. This was the function of the social process 
in the therapeutic community. The primary function of the 
medication employed was to facilitate this proce 


s. 
BARBITURATES 


The effects of the barbiturates have long been scientifically 
understood, and our policy on them was simply one of putting 
into practice existing knowledge. Our use of 


these drugs was 
negligible. 


The amount of sleeping medication prescribed was 
greatly reduced as compared with previous usage on the ward, 
and the use of parenteral barbiturates was practically eliminated. 
In the last 4 months of the experiment 
443 patients were admitted to the ward 
urates, oral and parenteral, were given. This contrasts with 314 
doses given to 440 patients during the 4-month period immedi- 
ately preceding the establishment of the the 
The very few instances in which 
were situations of extreme eme 
tions. 


„a period during which 
only 24 doses of barbit- 


rapeutic community. 
I used parenteral barbiturates 
rgency, not run-of-the-mill situa- 


But because of the routine practice 


of heavily sedating patients 
being transferred from one hospital 


to another, we had ample 
opportunity on the admission ward to observe the effects of bar- 
biturates. "This practice is, no doubt, reassuring to the non- 
psychiatric staff who transport the patients (or 


perhaps even to 
the psychiatrists). 


The effect on the patients, however, is less re- 
assuring. It was our observation that 


large or small doses of 
barbiturates 


make the schizophrenic more 
oriented, more at the mercy of his hallucin 
and more at a disadvant 


confused and dis- 
ations and delusions. 
age in dealing with 
the pronounced degree to which they cloud his 
perception. (even though, of course, their use may sometimes be 
necessary). They also seem to make him less amenable to psycho- 
therapy. Although, in terms of intensified Symptoms, the effects 
are most obvious in the schizophrenic, it was also observed that 
the neurotic and character disorder patients often deeply resent 


reality because of 
consciousness and 
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this type of treatment as totally unnecessary with them, and their 
resentment carries over into the new hospital situation to which 
they are being transferred. 

The antitherapeutic effect of the barbiturates on the intellect- 
ual processes is illustrated by the following instance. A patient 
who had been given an intramuscular injection of sodium amytal 
and brought to Oakland in a strait jacket said to me in an inter- 
view a few days later, “Sir, do you believe in goblins, or was it 
the medicine they gave me?" I suggested, "Sometimes our imagin- 
anon plays tricks on us.” Then, answering his own question, he 
said, “Yes sir, I think it was my imagination. They brought me 
here in a strait jacket. I thought the goblins were all about me. 
I no longer feel that way.” 

We also had ample opportunity to observe that the common 
practice of sedating disturbed patients immediately upon their 
admission to the hospital may be an injudicious one. When a 
patient is brought into the hospital in a highly disturbed state 
of mind, in great tension and behaving bizarrely, there is a 
tendency for the staff to take the easiest way out of their 
difficulty by putting him to sleep. While this can. be done 
dramatically by the use of intramuscular or intravenous barbit- 
urates, and in rare instances perhaps should be done, it sometimes 
leads to antitherapeutic results. This is strikingly true in the 
case of patients with severe hysterical or conversion symptoms, 
Where the memory of recent events is of extreme diagnostic and 
therapeutic significance. The act of expediency in such instances 
Is a costly one in terms ol subsequently trying to unravel the 
circumstances which precipitated the symptoms, for the drug- 
induced sleep often blots out all memory of what has happened. 
Thus a golden moment of diagnosis and therapy is lost by the 
failure to interview immediately and obtain as much contact with 
the patient as possible before amnesia sets in. 

a patient was transferred to our 


In one rather typical instance 
had been rushed for 


ward from a civilian hospital to which he 
reasons laconically stated in the hospital's note to us as "violence 
and blackout and vomiting aboard bus.” He had been put to 
sleep immediately with intravenous sodium amytal in this pre- 
vious hospital, and when he awoke on our ward he denied all 
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memory of any of the events immediately antedating his hospi- 
talization; nothing specific could be learned from him to aid in 
his diagnosis and therapy. 
The records accompanying patients admitted to the ward often 
indicated a rather obvious cause and effect relationship between 
the use of the quiet room and the use of barbiturates.! In the 
quiet room patients become even noisier and more violent than 
before, perhaps because of increased fear or perhaps in retaliation 
against the staff. Then they have 


to be sedated. And, since 
sedation makes them more confused, 


more disturbed by a sense 
of unreality, more hallucinatory and delusional, and less respon- 
sible to directions, they now become even riper victims for 
the quiet room treatment. So the thing becomes a thoroughly 
vicious circle. . 
Sleeping Pills. Too often, I suspect, the wholesale distribution 
of sleeping pills on the hospital ward is a measure taken to allay 
the anxiety of the staff and safeguard the doctor's sleep rather 
than to benefit the patient. It w 


as our experience that the patients 
need them far 


s f $ writ 
less often than would be indicated by uci | 
common hospital practice in this regard. Even patients who had 
been regularly given sleeping pills for a month or more before 
their admission to the ward, 


we found, got along quite well 
without them after 


a restless night or two. Moreover, with the 
4 H . . à ) 
help of the therapeutic community, they were often able te 


worry through the problems causing their insomnia and to arrive 
— 

1. The frequent practice of hiding acute 
room when it is necessary to give them med 
here. It is 


a practice that greatly incre 
once had occasion to observe ir 
hospital. The patient in this insta 


1 on another closed ward in our 
had refused to take his reserpine and had 
n by seven corpsmen to be “tranquilized. 
iet room while he w. 


as being given the in- 
ward, where he lay on his bed, sick and 
Though the doctor in charge of the ward explained 
to the group that this patient was "so afraid that he wouldn't take his medicine.” 


the reaction of the other patients was one of visible anxiety over what went on in 
the quiet room, out of sight, when a patient was forcibly dragged there to be given 
medicine. Moreover, if he was so af l, what they had seen was indeed terrifying 
and hardly designed to allay fears. he discussion of the hour i 
exclusively around the question, “When do I go h 
illustrated for me the significance of what happens ou 
of administering medicine openly on the w 


vomiting, during the meeting. 


revolved almost 


ome?” This instance clearly 


t of sight 


and the importance 
ard when it has to I 


be given forcibly. 
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at relatively constructive solutions. In dealing with the problem 
of insomnia, as with behavior problems on the ward, we asked 
patients to stand up to the strength existing within themselves. 

No standing order for the routine administration of sleeping 
pills was ever issued in the therapeutic community. They were 
prescribed only in special instances for extremely disturbed 
patients. A nightly sleeping pill was prescribed, for example, for 
several days for one patient with a post-encephalitic paranoid 
psychosis. Barbiturates and reserpine were also given sometimes 
lor the first few nights to chronic alcoholics on the verge of 
delirium tremens; this condition in the very acute state did not 
seem amenable to the therapeutic community process, and medi- 
cation was given in the hope that the other patients would not 
be kept awake. But no wholesale distribution was made, and 
the patients were never sedated into total lethargy. I remember 
one night as Officer of the Day, visiting our ward at 1:00 A.M., 
Seeing a patient with delirium tremens pacing the ward, occa- 
Sionally calling out to imaginary people outside the window; 
the FBI, he said, were out there and there was a gun fight going 
on, robbers were escaping. The phantasmagoric play of wild 
Scenes kept him in an agitated state. Worse still, he seemed to 
feel responsible for a whole series of unrelated crises and began 
banging on the screen. Yet neither the other patients nor the 
night corpsmen seemed particularly concerned. I walked through 
the ward, and then sat there for 15 to 20 minutes. No one came 
to complain. Except for the one patient it was quiet and restful. 

If a patient asked for sleeping pills, I explained our policy 
and discussed the problem of dependency upon medicine, and 
led him on to speak of his specific problems. In one case, for 
example, a new patient came to me to request sleeping pills, 
saying that he had had them every night for the past month in 
the hospital from which he had been transferred to Oakland. I 
explained that we did not give them on the ward except in 
emergencies because of their tendency to be habit-forming. 
Though I spoke in generalities, he immediately 
I had said in terms of himself and he accepted the refusal with 
good grace. When I saw him the next day, he told me that he 
felt less tense than he had for a month past. His explanation of 


interpreted what 
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this was, “After I went out of your office, I reasoned a lot of 
things out for myself for the first time, and I felt more relaxed. 
This patient never again asked for sleeping pills or complained 
of insomnia. 

On occasion, however, patients became quite threatening when 
they were told that they could not have sleeping pills, particularly 
patients with severe character disorders of a psychopathic type. 
One such patient threatened alter my refusal, “Well, some of 
your corpsmen are gonna be messed up." This was spoken in 
the presence of the corpsmen, and was clearly intended as black- 
mail. I told him firmly as a statement of fact, "We don't talk 
like that on this ward, and nothing 


is going to happen to the 
corpsmen." And nothing did. 


He was trying me out to see how 
far I could be pushed, and he was satisfied that he had “cased 
the joint.” We had no further trouble from him. 

In a similar situation, a paranoid schizophrenic patient de- 
manded a sleeping pill from the nurse. She told him that the 
doctor hadn't ordered one for him and 
to go to bed and try to sleep without it. 
demand of the corpsman; 
grabbed 


that he would have 
He then repeated his 
and when it was again refused, he 
the corpsman and started to shake him. The nurse 
stepped between them and said. “We don't handle the corpsmen 
that way here." The patient returned to his bed, and the follow- 
ing morning in the community meeting he apologized to the 
entire group for shaking up the corpsman. 

On one occasion I was awakened at my home at 2:00 o'clock in 
the morning by the nurse calling (after 
Officer of the Day without satisfaction) 
noid manic patient was keeping the ward 
helpless. (She also, quite obviously, felt 
give him three grains of sodium 


having first called the 
to tell me that a para- 
awake and that she felt 
angry.) I told her to 


amytal by mouth, but a few 
minutes later she rang back to Say that he refused to take it. 


I then called the corpsman and told him that I w 


as coming in to 
the hospital and asked him in the meantime to get the patient 


into my office and try to persuade him to take the pill. When 
I arrived, the patient had taken the medicine and was asleep. The 
corpsman, who was feeling pleasantly and justifiably self-confi- 
dent over his success in handling the situation, told me that the 
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TABLE V 


Ust or Barsrrervtes ON IHE ADMISSION. Warp From Marcu 1955 


TON Marcu 1956! 


N. „ G t 
1 uva of Nembutal Seconal Amytal Sodium Amytal 
Admissions gr. 12 gr. 102 gr.3 gm. 0.5 LM 


1955 (prior ; : 
B» (prior to therapeutic community) 


Mar, 128 23 18 al m 
Apr. 116 10 6 19 
May 99 Ix 27 12 10 
june 97 31 b 3 
HO * i: i 
(Transition month) 
July 79 43 10 5 1 
(Therapeutic community) 
Aug, 91 rj 9 M 
un. 90 5 16 5 P 
oe 86 5 1 a A 
Nov, 100 0 2 E E 
367 17 zn J p 
Dec, 109 0 1 a 2 
1056 
Jan. 127 v n : i 
15 86 0 4 Ly : 
Mar, 128 0 4 9 : 
413 0 H 7 i 


Figures taken from nursing log. In addition to the above, 1 injection of sodium 
and 1 in March 1956, Phenobarbital gr. V2 


1$ a total of 145 tablets in all. 


Phenobarbital was given in March I4 
Was given largely in cases with epilepsy after July 
In the preceding 4 months, 58 tablets were given. A total of 1 cc of Nembutal was 
iven after July 1955, and no sodium amstal gr. 114. Total number of patients dur- 
Ing entire study: 939 (July, 79: Aug -Nov.. 367; Dec.-March, 443: part of April, 50). 


n he knew that I was on the way, 
but because he was impressed 
at my being enough concerned over him to take this amount of 
trouble. He told the corpsman, "TII take the pill, you can trust 
me." Care of the patient, it has been said, is a matter of caring for 
the patient. And this often means caring enough to lose our sleep 


patient's attitude changed whe 
1 — Prat 
10t because he was afraid of me 
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over him rather than taking the harmful precaution of indis- 
criminately handing out pills. It was not the barbiturates in 
this case but the social forces which carried the day, and made 
sedative action possible. 

Table V compares the use of barbiturates on the receiving 
ward during the 4-month period preceding the establishment of 
the therapeutic community with their use during two 4-month 


periods following its establishment. (See also Graph 15, Appen- 
dix D.) 


ATARACTIC DRUGS 


The effects of the ataractic drugs, unlike those of the barbit- 
urates, are not yet fully understood. Our use of them, therefore, 
was necessarily more experimental. But we were not attempting 
to establish large scientific truths about these new drugs, for 
the therapeutic community project was not a drug research 
project. Our approach to them was simple. We asked only one 
question: Would they facilitate the therapeutic process of social- 
ization, especially in the hyperactive psychotic patients? This 
consideration determined our policy on their use. My observa- 
tions, then, are not in any sense advanced as a definitive evalua- 
tion of the ataractic drugs. They deal only with the effects of 
these drugs in relation to the effects of the group process as noted 
in the therapeutic community experiment at Oakland. 

The ataractic drugs employed in the experiment were chlorpro- 
mazine and reserpine. Over the entire period of the experiment 
11 percent of the patients received chlorpromazine and 9.1 percent 
received reserpine. The average proportion of treated patients 
was thus approximately 20 percent of the total. The majority of 
the patients treated were psychotics. But, as psychotics made up 


44.4 percent of the total patient sample, it will be noted that 


the number of patients treated with the drugs amounted to less 
than half of the total number of psychotic patients admitted to 
the ward. 


Our use of the drugs began slowly. In the first 5 weeks of the 


experiment they were given to only 6 of the 123 patients admitted 
during this time, and in the first 4 months to only 4 


n 3 out of 
a total of 399 admissions (see Table VI). 
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TABLE VI 


Use or ATARACTIC DRUGS (CHLORPROMAZINE AND RESERPINE) ON ADMISSION WARD 
Jury 1955 — Aprit 1956 


Patients Given Drugs | Number of Doses Given’? 
Moni Number of Average 
Month Admissions d " T T per 
Number Percent Total Patient 
Treated 
July (last 7 days) 32 2 63 3.0 
August 91 4 44 18.8 
September ...... 90 9 10.0 17.0 
October. ., 86 T 16.3 152 
November 100 14 14.0 174 
December : 102 20 19.6 306 
1956 
January 127 38 630 
February |, 86 4 410 
March MENU 40 621 
April (first 2 weeks) 50 14 168 
Total 892 179 20.0 2825 15.9 


1 
Joes t z = 1 ; 
e Does not include 6 patients given other ataractic drugs. 
Average dose Chlorpromazine 100 mg., average dose Reserpine 1 mg. 


ap 
Total does not include all patients admitted in July. 


During this early period the drugs were reserved for very 
Special instances of highly disturbed. psychotic behavior. Chlor- 
Promazine was prescribed for hyperactive, aggressive psychotics 
With a history of violence; this use was, in a sense, a measure 
taken to remove a barrier to therapy by relieving the staff of 
their fear of such a patient and, in consequence, enabling them 
to relate to him and work with him more effectively. Reserpine 
Was used with psychotic patients in whom anxiety and morbid 
fear were the predominant symptoms, rather than hyperactivity 
and hyperaggression, and with patients in acute states of delirium 
tremens and other deliriums. Neither drug was found to be of 
help with the depressed patients. 

In the next 4-month period beginning in December 
Was extended to some of the less disturbed psychotics and a few 
Of the neurotics to see whether a wider use of the ataractic 


treatment 
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drugs would further benefit the community. In December an 
open receiving ward had been established. In the subsequent 
months our ward census was composed of a more obviously sick 
patient population for locked ward care. This, too, accounted for 
the larger percentage of drug-treated patients. As compared with 
10.8 percent of the patients in the earlier period, 27 percent were 
now given the drugs. (The difference between the two periods 
in terms of these criteria is statistically significant at the 1 percent 
level—(.001<P>.01.) The average dose was the same in both 
periods—chlorpromazine, 100 mgs; reserpine, 1 mg—and the aver- 
age number of doses per patient treated remained approximately 
the same—16.0 in the first period and 15.7 in the second. 

Since we had neither the staff nor the time to set up objective 
techniques for precisely determining the effects of this increased 
use, the results can be reported only in terms of subjective ob- 
servations. In general, this extension of the ataractic drug treat- 
ment made no appreciable difference on the ward in terms of the 
criteria by which we were constantly evaluating the therapeutic 
community. The tension in the community meetings was little 
different as judged by the amount of motor movement (number 
of patients leaving the group, going to the head or to the foun- 
tain, standing, crying, wringing their hands, etc.). The number 
of administrative problems and behavioral difficulties entered 
in my ward log shows no significant decrease. The number and 
nature of the requests for interviews did not change. There was 
no discernible change in the nature or content of the community 
arbiturates prescribed 
by the Officer of the Day. Moreover, a slight 
tension was noted, 


meetings, and no drop in the number of b 


increase in stall 
revealed. by such questions as who should 


be given medication and appeals for such treatment on behalt 


of patients who aroused anxiety in staff, and there was also à 


slight tendency to hope for too much from the drugs and to lean 
too heavily on their aid. 


In terms of these admittedly 


: impressionistic and qualitative 
criteria, the ataractic drugs appe 


ar to have been helpful prim- 
arily in managing the hyperactive, aggressive, and greatly dis- 
the manic-depressives in the man 
and patients in acute states of delirium. 


turbed schizophrenics, ic stage. 
Except during the first 
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few weeks of the experiment, these types of patients were treated 
with drugs throughout the experiment. To some extent, also, they 
were helpful in treating the hebephrenic schizophrenic (largely, 
perhaps, because they made possible some empathy with this 
type of patient, rather than because of any changes they 
effected in the patients themselves). But with the nonpsychotic 
patients and the depressed psychotics, we observed no appreciable 
effect. The extension of the treatment to these types of patients, 
therefore, was of no additional benefit so far as can be judged 
from our clinical impressions and data on behavior. (In no in- 
Stances were the drugs used for symptomatic relief of moderate 
anxiety or depression or for the type of symptoms which would 
be likely to bring a patient to the physician in ordinary practice.) 

In the 10-month period of the experiment on our ward, we 
noticed no toxic effects from the drugs except for an occasional 
Instance of Parkinson's syndrome in patients on chlorpromazine. 
This disappeared with a termination of the treatment or a reduc- 
ton in the dose. 

"Though most of the patients treated with the ataractic drugs 
Were schizophrenics, the use was not determined on the basis 
of diagnostic categories. Each case was evaluated individually 
in terms of the following considerations: (1) the "threat" which 
the patient’s behavior and symptoms presented to the staff and 
the other patients and (2) the extent to which the patient’s motor 
behavior (not his thinking) was distorted by anxiety associated 
With delusions of danger to himself or violence on the ward. Thus 
the drues were prescribed for those patients whose behavior was 
equally sick patients who were 


a barrier to the social process; 
Neither threatening nor seriously disturbing to the ward were 
not given them. In a number of instances the treatment was pre- 


scribed in response to an implicit or explicit demand from the 


Staff or the patients to "do something" about a patient whose 
behavior they could not tolerate. 

But the community not only determined the use of the drugs. 
It also influenced their results. For example, the mere knowledge 
that a difficult or threatening patient was being given drugs to 
control his behavior reduced the tension felt in the community 
in regard to him. As a consequence, both patients and staff were 
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able to approach him with more freedom and friendliness and 
to make him feel that he was a member of the group. The pos- 
sibility that the modification in his behavior was as largely a 
response to this changed community attitude as to the medication 
cannot be discounted. 

As a general truth about the ataractic drugs, as about the 
barbiturates, I believe it may be observed that the determining 
factor in their use is the staff's capacity to tolerate their own 
anxiety. The important thing is for all the staff to realize that 
it is usually for their sake that the patient has taken the drug, and 
they should not be misled into believing that it is only helping the 
patient. On the other hand, there is no reason for them to ignore 
the fact that, because the patient is taking the drug, their own 
attitude toward him is better, and that in the long run the 
patient's need for a specific useful therapeutic attitude from 
them may be so great that the price which the patient pays for 
it may be justified. In other words, if the patient's taking the 
drug relieves staff anxiety and thus enables the staff to relate 
themselves therapeutically with the patient, the ultimate gain to 
him may more than offset the real or potential loss 


In many instances we saw changes for the better in patients 
treated. with the ataractic drugs. But, since no special techniques 
were set up for determining the effects of the drugs as apart from 
the effects of the social process, the extent to which they were 
directly responsible for these changes cannot be precisely eval- 
uated.? The results must be analyzed in terms of the ongoing 
Situation, rather than in terms of a situ 


ation created for purposes 
of pure research. 


The clinical evidence, however, leads me to the conclusion 
that the drugs were not the determining 
ments observed. They were of benefit 


factor in the improve: 
in controlling motor 


2. Ihe situation seems to me analagous to that in which 
whether spanking a child is a good thing. Good for whom? 


child? Sometimes it may be much 


the question arises 


The mother? Or the 
better to permit the mother 
child than for her not to. Some mothers who withhold from thems 


to spank a child retain toward the child a sadistic attitude 
prolonged and painful than the spanking would be. 
the total situation better (ic. if the relationship of 
bettered by it), then spanking should be permitted, 


to spank the 
elves freedom 
Which is much more 
If the spanking will make 
the mother to the child is 
It is in this sense that atar- 
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behavior or in changing types of motor behavior which prevented 
socialization between patients and between patients and staff. 
Thus they were a valuable adjunct to the major therapy. But 
the social and psychiatric factors operative in the group process 
appear to have been primarily responsible for the results achieved. 
: One type of clinical evidence which supports this conclusion 
is the fact that patients with a history of violence were often 
handled adequately on the ward without recourse to the ataractic 
drugs, 
A case in point is that of a Negroid patient with a serious 
character disorder of an aggressive type who had spent his entire 
time in the previous hospital in the quiet room. On his first 
night there, in an argument over the radio, he had struck a 
Corpsman on the head with a chair, inflicting an injury that 
required ten stitches. He was thereupon transferred to Oakland 
m restraints and heavily sedated, with an accompanying note 
describing him as a dangerous character, “subject to unprovoked 
Tage and with both suicidal and homicidal impulses.” 
i In his admission interview at Oakland he was not overtly 
ur mallee and was willing to falk aboni m difficulty 
gth. ere was no evidence of psychotic thinking, but he 
was afraid of his own impulsive aggressive behavior and his 
distrust for people. 

On the ward, the group process had an observably favorable 
effect on this patient's behavior. Under courteous treatment, and 
with no threat of the quiet room, his initial sullenness gradually 
Save way to friendliness, and he finally took an active part in the 
Only one instance of potential difficulty 


community meetings. 
not knowing 


ver arose with him, and this was when the nurse, 
asked him in a community meeting why 


that he was illegitimate 


may have their uses. The impor- 


acti rugs . 1 A 
ic drugs, by making the total situation better, 
affect the patient's illness 


tar i à : k 
at thing is to recognize that in themselves they do not 
And, like the barbiturates, the ataractic drugs are 
be worth while if the total 


there is no harm in losing 


ar Ca : 
nd cannot cure him. an assault 


upe ^ pati ` 1 
T "n the patient's ego. This assault may, of course, 
Situati ue ^ ; B 

nation is improved. If you gain on the roundabout, 


out of the affair showing a profit. 
shown in the significant 


See Insulin Treatment. of 


[ Sei 
n the swings, as long as you come 

3. A way of evaluating social and somatic therapy is 
S reported by Ackner, Harris, and Oldham. 
Schizophrenia, a Controlled Study. Lancet, 1:607-611 (1957) . 
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he joked about the word "father." He turned to her angrily 
and said, “Why do you ask that?” But he controlled his temper 
and only became momentarily sullen and withdrawn. One night 
toward the end of his stay on the ward, there was an argument 
over the radio similar to the one in which he had behaved 2 
violently in the previous hospital. But instead of attacking the 
corpsman, in this instance he merely announced, “I’m going to 
bring this up in the meeting tomorrow." 
I saw this patient as a "special treatment" case in daily therapy 
sions; his feelings about not having a father formed the basis 
of the major task. 

In contrast to 


the previous hospital's experience with him. 
he was absolutely no behavior problem on the ward. This 3UBr 
gests that, possibly because of his racial status and his illegitimacy: 
the group process met a deep need in him and effectively con- 
trolled his behavior without 


the help of ataractic drugs. 
A second type 


6 8 aoa r he 
of supporting evidence for the view that t 
social process played the major role i 


n effecting the improve- 
ments observed is the f 


fact that in many instances where ataractit 
drugs had been used previously in the conventional hospital ae 
vironment to control the patient's behavior, their discontinuance 
was possible in the therapeutic community, 

In one such instance the 
suffered a psychotic 
been pl 


patient, a schizophrenic who had 
break after one week in boot camp, ous 
aced on chlorpromazine immediately upon his entrance 
to the hospital. He had also been se 
four days and parts of each day the 
In telling me 


cluded; he spent the first 
reafter in the quiet room. 
of his previous hospital experience in his initial 
interview at Oakland he said, “I 


s ated 
hated the quiet room. I hate 
being closed up. I can’t st 


and small spaces. For years I could 
hardly go into a bathroom without feeling smothered. When I was 
young I worked in a grocery store, and they would sometimes 
lock me up in a large refrigerator and turn the li 
scare me. I'd nearly go crazy." 


; off to 
ehts off 


His claustrophobia, of course, was intensified in the quiet 


4. The nurse in this instance committed a grave 


error in her reply, “Oh, no 
ing such. penetrating questions for 
ation. I therefore actively 


reason,” because if she were a 


“no reason" it 
was indeed a dangerous sit 


intervened, 
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room, and his behavior deteriorated despite the ataractic drug 
treatment, The corpsman's notes describe him as crying, tearing 
his pajamas to shreds in an excited panic, and constantly talking 
about "hurting someone" and threatening, "I'm going to do some 
damage around here." In the quiet room he developed the 
delusion that the corpsmen were shooting him with electricity, 
and on one occasion when the door was opened he burst through 
it and had to be brought back forcibly. He feared that the quiet 
room had been wired and he expressed the delusion, "It will 
never hurt me as long as I touch someone." This seemed to me a 
very important communication of his desire for social contact 
and of his fear of being deserted and hurt. 

He made an excellent adjustment on our ward, and the chlor- 
promazine, which he had been given for 15 days in the previous 
hospital, was discontinued the day he entered. In the therapeutic 
community, where there was no threat of the quiet room, he 
Was a well-behaved patient, cooperating in the community meet- 
ings and in the social life on the ward. His delusions about 
electricity and about being hurt disappeared. 

f Perhaps an even more convincing type of evidence for the 
significance of the social process, as compared with the ataractic 
drugs, is the fact that in many instances where the drugs had 
failed to control the patients behavior in conjunction with con- 
ventional hospital practices, an observable improvement was 
effected when the therapeutic comm unity process was added. 

One conspicuous example of this is the case of a patient who, 
within 30 minutes of entering the previous hospital, was given 
chlorpromazine and 15 minutes 


an intramuscular injection of 
where he remained for 


later was placed in the seclusion room, 
14 days until his transfer to Oakland. The diagnosis in this case 
was schizophrenic reaction, hebephrenic type. 

" so soon after admission. 


The use of the “tranquilizing drugs 
followed so quickly by seclusion, suggests a fear of the patient 
and a sense of urgent need to actively control him, though the 
record refers only to "uncooperativeness." Despite the use ol 
chlorpromazine, his behavior as noted in this record was a cari- 
cature of the lunatic. He was described as belligerent, noisy, 


masturbating on the ward, tearing pillows. stuffing toothbrushes 
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and toothpaste down the toilet, giggling, banging on the Wals 
and door of the quiet room, and screaming that there were snakes 
in the pipes and that a baldheaded woman was in the quiet room. 

He arrived at Oakland fantastically bound to the litter, with 
leather cuffs on his wrists and legs, and sheets twisted into re- 
straining bands around his chest and under his arms. From ihe 
moment his restraints were off, his hebephrenic behavior was 
so disturbing that there were at first practically no intervals of 
calm on our ward. After two days of this : 
the effect of reserpine. With the wildly acting, potentially vio- 
lent type of aggressive patient our choice would have been chlor- 


á É edens : A ephrenic 
promazine, but this patient’s behavior was all in the hebephren 
pattern. 


, it was decided to try 


Obviously, no amount of atar; 


the cause of his psychosis and ef 
best ameliorate the 


in which the ther 


actic drugs could. possibly reach 
fect a cure. The drugs could at 
bizarre manifestations and create a situation 
apeutic community, both patients and stalf, 
could accept him and be accepted. by him—could "bring Lors 
down to earth." There was evidence that the eruption of his 
bizarre behavior had coincided with his physical restraint in the 
brig, from where he had been removed to the hospital. I he 
effort to control it with at 
confinement in the 
brought out 


aractic drugs used in conjunction ane 
quiet room had failed. His need was to bt 
into the open and to be accepted. into a group» 
rather than to be concealed in solitude, 

There was no dram 


atic symptomatic improvement in this case. 
But the social 


improvement was clear. And it could not be 
attributed to the medication alone, for the ataractic drugs had 
had no effect on his behavior in the previous hospital, where they 
had been used for two weeks in larger doses than we gave. It 
seems reasonable to assume, then, that the therapeutic community 
process gave it some potency that it did not h 
ventional hospital environment of 


ave in the con- 
quiet rooms and restraints. 

This relation is further suggested in the case of a patient 
who had progressively deteriorated under treatment with chlor- 
promazine in a previous hospital but whose behavior rather 
rapidly improved when he was given chlorpromazine in the 


therapeutic community. In the previous hospital, the record 


SOCIAL PSYCHIATRY IN ACTION 107 


states that he was “unruly and unmanageable,” and, despite the 
chlorpromazine, there was increasing evidence of hyperactivity, 
flight of ideas, pressure of speech, inappropriate affect, and im- 
paired judgment. He was placed in the seclusion room, which 
intensified his delusional fears that someone was going to kill 
him or seriously hurt him. 

On his admission to Oakland he was hallucinating constantly 
and was so obviously delusional that it was difficult for me 
to talk to him. The chlorpromazine treatment was continued 
immediately, and within three days he became manageable; he 


dominated the community meetings and was frequently verbally 
decreased 


belligerent and antagonistic, but his hyperactivity 
his manic 


considerably. By the end of his stay on our ward 
behavior and his flight of ideas had largely subsided, although 
his communications were still quite bizarre and there was 
euphoria. 

I saw him in daily interviews, where he responded and seemed 
to understand simple, persistent interpretations. It was necessary 
to give him sleeping pills on two nights when there was tension 
On the ward due to the presence of a number of acutely psychotic 
patients, but he was neither "unruly" nor "unmanageable" on 
Our ward. 

Another patient, a delusional schizophrenic who had made a 
moderate improvement coincidental with treatment on chlor- 
promazine during the 10 days that he was on our ward, deteri- 
orated markedly when he was transferred to another locked 
Ward in our hospital, although the drug was continued there. 


He was returned to the admission ward for another 4 days. His 


Symptoms again subsided and, on his return to the other ward, 
s again sub: 


his improvement now continued. 
In the following pages a number of case records are summar- 


ized for the purpose of 


the ataractic drugs and our experience TRY 
of situations, But they also provide substantial further evidence 


in support of the view expressed here—that the improvements 
Observed in the therapeutic community were never attributable 


one, 


illustrating our approach to the use of 
with them in various types 


to the ataractic drugs a! or even in major part; the determin- 
ing factor was the social process. 
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In some instances where patients had had no treatment yim 
the ataractic drugs before coming onto our ward, treatment Jem 
begun immediately if the patients behavior was so hyperactive 
and hyperageressive that it would create a barrier e 
him from the staff; otherwise, the decision on their use was 
deferred for a few days’ observation. : 

In instances where patients had previously been treated. with 
the drugs, the treatment was in some 
immediately or after a few days' observati 
discontinued 


cases continued, either 
on, and in others it was 
and not resumed during the stay on the ward. The 
decision was based almost exclusive 


: : che 
ly upon my evaluation of th 
patient in the initi 


al interview and in the meetings, rather than 
on the history of his behavior 

In general, treatment 
order to observe 


in the previous hospital. f 
was postponed wherever possible m 
first what effect the therapeutic community 
alone would have in modifying the patient's. behavior and 
symptoms. 

Since no matched control 
receiving the drugs 
parison of the 


F ients 
groups were set up of patie 
; es (ois 
and patients not receiving them, no cor 
two groups on this basis is possible. 


Case Record, (No previous ataractic treatment and no drug 
treatment on ward.) 

This patient, a par 
mechanical restraints 
view, he sat rigidly 
and talking slowly ar 
auditory h 


anoid schizophrenic, arrived on the ward in 
and heavily sedated. In his admission inter- 
in the chair, staring at me expressionlessly 
nd softly in a monotone about his delusions, 
allucinations, and ideas of reference. He was lost in 
a world of his own where he saw himself as part of some plan 
and where things were happening over which he had no control. 
Although this patient was considered sufficiently ill to be trans- 
ferred in restraints, he adjusted satisfactorily to the therapeutic 
community and contributed to the meetings. He was not treated 
with the ataractic drugs. 

Case Record. (No previous treatment; begun immediately on 
admission to the ward.) 


The patient in this case was admitted to the psychiatric service 
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from the medical service, where he had been hospitalized with 
metastic malignancy. In the hospital he had become seriously 
depressed and had made veiled suicidal references. On his admis- 
sion to our ward he was suffering from a reactive depression, but 
it was not considered to be serious and he was not thought to be 
a serious suicidal risk. He was given reserpine at once. There 
Was a remarkable improvement in his mood within 24 hours, and 
he became active, helpful, and friendly in the community meet- 
ings. The immediate use of reserpine, together with the thera- 
peutic community, was so effective that he could be transferred 
back to the medical ward. Its use was dictated by the clinical 
impression that apprehension, fear, and anxiety were more impor- 


tant than depression. 


Case Record. (No previous treatment: begun immediately on 
admission to the ward.) 

This case illustrates how, with the help of ataractic drugs, a 
successful ward adjustment was often made in the therapeutic 
community by patients with whom the traditional methods of 
control with seclusion, restraint, and barbiturates had conspicu- 
ously failed. The patient, an extremely sick schizophrenic, had 
been in another hospital for 16 days, where he was described as 
"belligerent, provocative, assaultive,” and given to urinating and 
n floor. E tensive neurological study 


defecating on the quiet roor 
negative, but for some reason atar- 


was undertaken, which was 
actic drugs were not used. 

ion to the previous hospital he w 
as put in restraints, and an order 


for “paraldehyde, 3 grams h. s by mouth," with 
if he would not take it he was to be given 
rly, to be repeated in two hours. Orders for 


given pheno- 


On admis 
barbital. Two days later he w 
was issued 
instructions that 
6 cc's intramuscula 
Ytramuscular injections were also issued. The 
the first night states, 
all day, jumping up and down and moving 
Attempted to put head in commode. 


sedative tubs and it Rart : 
corpsman's note on Patient has caused dis- 
turbance on the ward 
body in different mot! 
Made attempt to run ou 
quiet room and was let o 
placed back in quie 
Banging on 


om he wou 
' do it, and would beat on the door and vell 


ons. 


t the 
ut for shower. Started a light and was 


a by force. Given sodium amytal. Back 


door when open for chow. Put in 


t roon 
door. Shot was administered." 


in quiet room. 


In the quiet ro 
"had to 


Id stand on his head for long periods, 


saying that he 
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out the window. He tried to choke himsell, held his breath, and 
dug at his eyes until they bled. à 
patients last day in the hospital reads, “Banging his head on ie 
door. Had a goose egg at the hairline. Tub bath. Tried to break 
out of door. Urinated and defecated on the deck in the quiet 
room. Intramuscular nembutal 9e 
In his admission interview with me at O 
confused, though he was able 
During the interview he t 


The corpsman's note on the 


akland, he was markedly 
to say, "I am not in my right mind. 

alked to God, saying, "I'm not going to 
look at the finger again, God. I mustn't talk 
suddenly stood up, threw himself completely around, and doubled 
both lists close to his body as if to frighten me. When I did not 
move, he sat down and was then courteous and friendly, though 
still suspicious. He was placed on 75 mgs of chlorpromazine, 
intramuscularly, tid., and then orally, and made a slight but 
definite improvement. His urinary incontinence decreased and his 
fecal incontinence stopped completely. At no time was it necessary 
to increase his medication because 
He kept to himself for the mo: 
actively in the 


any morc." Twice he 


of difficulties in managing him. 
st part and did not participate very 
communty meetings. 


Case Record. (No previous ataractic treatment; begun on ward 
after a period of observation.) 
In this instance the patient w: 


as admitted to the ward directly 
from shipboard in 


a state of acute psychotic depression considered 
to be schizophrenic in nature. He had suddenly developed delu- 
believing that “a ring” had been formed 
him on the charge of having stolen a large 


e ship. He also believed that officers aboard 
ship had been murderec 


On admission to 0 
existed on the w 


sions of persecution, 
aboard ship to frame 
sum of money from th 


l and that he was going to be next. t 
akland he thought that the same "ring 
ard and that all the people on the ward were 
secret police and spies and killers. He struck two patients whom 
he accused of trying to frame him, and for two nights he kept 
many of the patients awake in fear that he would attack them 
on an irrational impulse. 


In the first community meeting he was silent, Then the next 
day he communicated his delusions to the group. After this experi- 
ence his whole delusional system reversed itself. Instead of “ 
and killers and secret agents,” all the people on the 
became “relatives and friends" from his home town 


spies 
ward now 
; and he no 
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longer struck anyone. But he was still just as delusional, of course, 
and he was noted also to feel more anxiety even though he now 
felt safe. The specific leurs based on delusions had evaporated 
following an intrapsychic alteration in the delusions. With nothing 
to "hang" his affect on his anxiety was now free-floating. Thus 
after he had been on the ward for four days and his delusions 
had become “socialized,” ataractic drug treatment was begun. It 
was continued through the rest of his stay on the ward because 
of this anxiety. 

In this instance of an acute psychotic break, the socializing and 
u alone were highly effective in 


therapeutic pressures ol the milie 
notor behavior, 


stabilizing and controlling the patient's irrational r 
but it was felt that some additional help from medication was 
desirable. His dramatic improvement occurred before the drug 
was begun. It continued, probably aided by the drug. 


lon.) 


Case Record. (Previous treatment; discontinued on admis 
This extremely sick paranoid schizophrenic had been given 
(25 mgs tid.) for 10 days at the 
note accompanying 
“acute paranoid 


small doses of chlorpromazine 
previous hospital without improvement. The 
his transfer to Oakland described him as in an 
inappropriate affect, marked de- 
Among his delusions was 
1 by Communist spies who 


state, exhibiting suspiciousness, 
lusions, and difficulty with speech." 
the fixed idea that he was surroundec 
Were putting poison in his food and cigarettes, and that he would 
also had the delusion that there was a fish- 
bone in his throat. On his admission to Oakland, these findings 
were still manifest. He repeatedly demanded that I operate on 
him at once for the removal of the fishbone. It was significant 
that, in his interview with me, he attributed his troubles to the 
fact that when he had gone home on leave he had felt unwelcome 
by the community and especially by his mother. The importance 
of the social situation in this m: 
fact that his parents were divorced 
lived with his mother (whom the 
“crazy or peculiar’) until he was 1H; 
to an orphanage. 

ataractic drugs on our ward because 
e dramatically of a social sort, 


die at any moment. He 


in's illness was reinforced by the 
1 when he was very small. He had 
neighbors, he said, considered 
he was then sent to a foster 


home and, at 16, 

He was not treated with the 
many of his paranoid symptoms wer ri y of 
and control of his “thinking processes” by medication was con- 


a less effective approach than social adjustment with a 


sidered 
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peer group and a father-surrogate. Moreover, he was under no 
appreciable motor tension, although anxious. 

During his stay on the ward, his delusion about the fishbone 
remained unchar 
Communist spies 


d. Yet he ceased to express his fears about 


and about being poisoned, except at odd 
moments and then only half-heartedly. He 


to the ward without the aid of atar 
meaningfully to the community 


adjusted. satisfactorily 
actic drugs, and contributed 
mectings. 


Case Record. (Previous treatment: discontinued on admission.) 

This patient was admitted to another 
status for having verbalized 
with the military police. In 
hanged himself by his belt 
to be placed in the brig 
schizophrenic reaction w 


hospital in disciplinary 
his homicidal impulse and fighting 
the police station he had actually 
sand when cut down had demanded 


In the hospital the diagnosis of paranoid 
as established. The record notes "marked 
suspiciousness, withdrawal, and paranoid idea 
he had been kept in the quiet room for defec ating on the deck, 
throwing feces, and being assaultive. He was given chlorpromazine 
(190 mgs 4 times a day) for 
provement wh; 


It notes too that 


7 days, and when he showed no im- 


usoever he was transferred. to Oakland. 
On admission to our w 


to die and his feeling 
ward. He demanded, 


ard he cried bitterly, expressing his wish 
that people were laughing at^ him on the 
“Lock me up or let me out," I saw him 
briefly several times during the first day. During these interviews 
he frequently cried when he talked of his son, and his affect was 
quite inappropriate. He seemed to respond well, however, to 
direct and simple statements. 


He was seriously upset only once, and that briefly, during his 


stay on the ward: when the matter which had itated him was 
brought out in the community meeting, his anxicty diminished. 
The ataractic drug treatment was discontinued on the day of his 
admission and not resumed while he was on our ward. His be- 


havior was no management problem in the therapeutic com- 
munity. He was not assaultive and no longer defecated on the 
deck. 


Case Record. (Previous treatment; discontinued on admission.) 
Before coming to Oakland, this patient had been treated on 
the medical wards of another hospital for various psychogenic 


musculoskeletal reactions with aspirin, codeine, morphine, pheno- 
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barbital, and nightly sleepiag pills. The symptoms were clearly 
of an hysterical conversion nature. Chlorpromazine was used for 
and the insomnia continued. 


H days, but without effect. The pai: 
On his admission to Oakland he wi 
ful, and uncooperative. He complained bitterly at first because 
his sleeping medicine was discontinue.l, but after the third night 
he slept soundly, During his stay on our ward he was moderately 


extremely negativistic, resent- 


cooperative; his complaints ceased; his insomnia disappeared; and 
his pain became tolerable. At no time was the thought of resuming 
ataractic drugs contemplated. 


Case Record. (Previous treatment: discontinued on admission.) 


admitted to a. previous hospital with pain in 


This patient was 
the right arm and shoulder, insomnia, and anorexia. His final 
diagnosis there was depressive reaction and radicular neuritis. 
He had frequently expressed suicidal ideas. In the previous hos- 
pital he had been treated for 14 days with reserpine, in addition 
to Numerous medications to control the pain and nightly sleeping 
pills. On admission to Oakland he asked for sleeping pills, but 
he accepted the refusal quictly and made no further complaints 
of insomnia. The ataractic drug and numerous medications for 
pain were discontinued and he made a good adjustment on the 
ward without them, and although his depression continued, the 


pain diminished. 


Case Record. (Previous treatment: discontinued on admission.) 
nt, an extremely paranoid schizophrenic, 
at another hospital with chlorpro- 
mazine and had become progre vely worse. He had the delusion 
that he was being poisoned by the medicine.» He had been ad- 
mitted to the previous hospital from shipboard because of feelings 
of persecution and bizarre behavior, and his behavior in the 


hospital was described as negativis 


In this case the patie 
had been treated for one week 


tic and belligerent. 


the medicine is poison frequently complicates the 
This delusion was often communicated to me at sick 
In the community meetings. however, it was 
gave it short shrift, despite their general 


The paranoid idea that 
Problem of administering it. 
call or in the individual interviews. 


sed, for the. group 
tions. On the very few occasions when a patient 


almost never expre: 
tolerance for delusiona 
Said in the meeting that the me 
Evoked a series of ie 
fession and the N 


1 communi: 
ine I was giving him was poisoning him. he 


favorable testimonials to the medical pro- 


iunchly inc à 
Such accusations were totally unacceptable 


aval medical corps. 


(Continued on bottom of Page 114) 
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On admission to Oakland he was quiet, shy, and soft-spoken, 
and was no problem. In his initial interview he said that he felt 
that his mother neglected him and was “against” him. He attrib- 
uted his illness to a tonsillectomy that had been performed after 
he entered the service, for it was at this time that he began to 
develop delusions and the paranoid feeling that everybody aboard 
the ship was "picking on" him. His delusions were predominantly 
oral. Each food had a special meaning for him; for example, 
“When they eat cookies, they are referring to my sexual organs.” 

Since he was under no motor pressure, the ataractic drugs were 
not given him on the ward. 


Case Record. (Previous treatment: discontinued on admission.) 

Immediately upon admission to the previous hospital this 
patient was given intravenous sodium amy 
seclusion room, where he stayed for 8 days, treated with chlorpro- 
mazine. The report from this hospital describes him as "mute, 
stuporous, grossly confused, and disoriented in all spheres." lt 
also tells of him striking his head against the wall of the quiet 
room. His illness was diagnosed as an acute schizophrenic break. 

In his initial interview at Oakland he was quiet, cooperative, 
and pleasant. His answers were clear and relevant. There was some 


al and placed in the 


confusion, but no indication of severe tension or depression. It 

was felt that he was in remission from his psychotic-like episode. 

His behavior on the ward was satisfactory, and the ataractic drugs 

were discontinued. Whether his clinical improvement was related 

to his transfer to another hospital, and particularly his release 
to the group, and the few people who ventured them, no matter how psychotic. 
found themselves under such vigorous attack that they ceased to propound or 
defend before the group the idea that I would poison them. 

In one instance a. patient who blamed his strange behavior on his tranquilizing 
drug said privately to me, "You will see a change in me if you stop it." I told him 
that T would stop it, not because it was causing his difficulty but because I felt 
that he could control himself without its help. This action was fully justified by 
his subsequent behavior on the ward. 


Perhaps the frequent complaint that the medicine given to the patient is poison 
has some truth in it. The truth is that medicine is, on the one hand, a gift of love. 
a desire to help, from the medical staff. On the other hand, it is an act of hostility, 
an attempt to quiet, deaden, and silence the patient. The mixed motives in the 
administration of medicine, the ambivalence of the gift, may be spotted by the 
acutely sensitive schizophrenic and be described by him as if it were good breast 
milk which contained poison. Operating, as many of these patients do, at the oral 
level, the emotional attitudes afforded them by the staff are experienced in oral 
terms. The word “poison” is one such oral term. 
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from the quiet room, or was spontaneous is a matter for specula- 
tion. He was later transferred to an open ward, where his adjust- 
ment continued to be satisfactory. 

His history has some significance in relation to the seclusion 
room. At the age of 3 he had been placed for a time in an orphan- 
age because, as he said, "I was not wanted." When he was 5, his 
parents were divorced; and when he was 9, he was given in adop- 
tion. In the meantime he had been in 11 foster homes. He told 
me, "They would bring me back one day, and the next day I would 
go into another foster home. 1 was unwanted and unhappy and 
there were cruel experiences.” His reaction to the quiet room was 
an extremely interesting one. “It was boring," he said, "but it 
didn't bother me," I wondered whether this was one of the various 
forms of mental defense with which he had met the series of re- 
jections in the long, difficult experience with foster homes and 
orphanages in his childhood. The quiet room, I observed, often 
had peculiarly intense significance for patients in whom child- 
hood experience had fostered a strong sense of rejection. 


Case Record. (Previous treatment; discontinued on admission 
and later resumed.) 

In this instance, as in the majority of cases in which the atar- 
s were used on the ward, there was considerable psycho- 
with pressure to move and talk. In the previous 
en treated with chlorpromazine without 
“excited, restless, and talka- 


actic drug 


motor activity 


, 
hospital the patient had be 
improvement. He was described as 
tive.” He had been kept in the quiet room, where he paced the 
floor constantly and made considerable noise. He shouted threaten- 
ingly to the corpsmen, “Don’t come in here by yourself, I might 
kill you. You'd better get four people.” He was on a number of 
occasions given sodium amytal “by force m 

Oakland the chlorpromazine was at first 


On his admission te 
day on the ward 


discontinued, but it was resumed on his third 


because his hyperactivity and his parading of status (he was the 
only officer-patient on the ward at the time) were causing great 
tients and stall. The therapeutic community 
arginal adjustment, by no means 


tension in both pz 
plus ataractic drugs permitted am 
satisfactory, but never necessitating seclusion. 


ion.) 


Case Record. (previous treatment; continued on admis 
The amelioration of aggressive symptoms was sometimes very 
rapid. This is seen in the case of a patient who had been admitted 
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to a previous hospital following an acute psychotic episode exhibi- 
ting hyperactivity, flight of ideas, preoccupation with delusional 
religious ideas, and an intense and very noisy desire to spread 
the gospel. The admission diagnosis was manic-depressive psychotic 
reaction. The record at the other hospital tells of his jumping up 
on the bed and preaching loudly. He thereupon was taken to the 
seclusion room, where he chanted and shouted, defecated on the 
floor, and pounded on the door and walls. Despite parenteral 
sodium amytal, oral paraldehyde, and ataractic drugs, he was 
"violent" when the corpsmen entered the quiet room, tearing his 
robe to pieces, ripping the blankets, charging the door, and lash- 
ing out at the corpsmen. He was finally transferred in restraints 
to Oakland because of the inability to manage him. 

At Oakland the diagnosis was changed to acute schizophrenic 
reaction, mixed type, and the ataractic drug treatment was contin- 
ued. On admission he was 


having auditory hallucinations, carrying 
on intense conversations with God. He also had the delusion 
that he was Christ. In the first community meeting that he at- 


tended, he crouched before another patient and caressed his feet 


as if he were anointing them with oil. He began to grow a beard, 
and he wore his robe as if it were a cloak. The better side of his 
delusional identity apparently took over and he acted Christ-like 
as he saw it. None of the violent and uncontrollable behavior 
seen in the previous hospital occurred, 
of incontinence. 


and there was no instance 


Case Record. (Previous treatment: continued on admission.) 

This patient, a schizophrenic with marked hebephrenic features, 
had been treated in the previous hospital for several weeks with 
chlorpromazine, with no effect on his behavior. The hospital 
report notes inappropriate affect, euphoria, extreme talkativeness, 
and psychomotor excitement. He was loud and uncooperative, 
and he caused so much confusion among the patients that he was 
placed in the quiet room soon after his entrance to that hospital 
and kept there through most of his stay. In the quiet room he 
became increasingly noisy, demanding to be let out and beating 
on the walls and door so violently that the knuckles on his right 
hand were deeply lacerated. He was quiet only when the corpsmen 
remained by the door talking to him. 

On his admission to Oakland he upset the ward much as in 
the previous hospital. Chlorpromazine was continued in the same 
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k igh his thinking continued to be 
markedly psychotic, his hebephrenic behavior subsided so dra- 
matically that the dose was decreased (25 mgs 3 times a day). 
It was felt that the improvement was attributable largely to the 
milieu, but more specifically to the fact that the quiet room was 


not used on the ward. 


Case Record. (Previous treatment; discontinued on admission 
and later resumed.) 

This patient had been admitted to the sick list aboard ship with 
delusions that he was a "genius," that he was talking with God, 
and that someone was waiting ashore the ship to kill him. He had 
auditory hallucinations. In the hospital to which he was first sent, 
he was treated with chlorpromazine (100 mgs 3 times a day) for 
a week without any change. He was described as destructive and 
belligerent, and he was placed. in the quiet room several times. 
just prior to his transfer to Oakland, he was placed in mechanical 
restraints. 

On his arrival, after my working hours, 
amytal intramuscularly by the Officer of the Day. When I saw 
him the next day he exhibited florid hallucinations and delusions. 
he would rest his head back in the chair 
at other times he would sud- 
as if testing me to see whether 


he was given sodium 


In the interview with me 
with his eyes closed for long periods; 
denly start forward and make a noise 
I would be frightened. 

On the ward his behavior was manic 
flights of ideas. He was a source of serious disturbance because 
of his attempts to frighten the other patients by constantly making 
menacing gestures, walking about excitedly, and talking loudly. 
gs he would w alk away frequently, 
ly to the group. 
sessions, during which his 
at which he showed in 


in type, with marked 


During the community meetin 
but would return spontancous 


I saw him in daily psychotherapy 
{ferent from th 
was soft spoken, and admitted 


n the other patients and to 


behavior was markedly di 
the meetings or on the ward, He 
that he partly “acted crazy" to frighte 
prove to himself that he was in control of his mental state. How- 
ever, it appeared that he could not tolerate the group because 
he felt rejected by them. 
ad no effect in the previous hospital, 


As chlorpromazine had h 
third day, however, it was re- 


it was initially discontinued. On the 
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sumed; his behavior had been such that both patients and staff 
were clearly anxious, afraid, and on edge with him and I felt that, 
from the point of view of socialization, his motor activity had to 
be checked. Chlorpromazine was begun in doses of 100 mgs . i. d.; 
three days later the dose was increased to 150 mgs and on the 
following day to 200 mgs. Though his improvement was slight, 
there was no episode of violence; rather, his aggressiveness came 
out in playing the role of clown and acting the * 
mannerisms and verbal productions. 


crazy man" with 


Case Record. (Previous treatment; continued at first and later 
discontinued.) 

The report on this patient from the previous hospital tells of 
“insolent, demanding, uncooperative, and threatening behavior" 
on which reserpine, which was given for 13 days, had no appre- 
ciable effect. 

When admitted to Oakland, he was posturing, gesturing, and 
occasionally screaming and shouting. This incessant activity con- 
tinued for approximately 24 hours. The treatment with reserpine 
was continued on admission, He repeatedly expressed the delusion 
that it was poisoning him. The medication was discontinued, not 
because of his delusional fear but because, as in the previous 
hospital, it was having no discernible effect. He immediately 
began to improve in his behavior. Had we switched to chlorpro- 
mazine and seen this effect, we would no doubt have given 
the drug credit for miraculous powers. 


CHAPTER VI 


THE SECLUSION ROOM 


Durs the three months that I had observed the admission 
ward as Officer of the Day prior to assuming responsibility for 
1t, I learned that the two seclusion rooms on the ward were in 
almost constant use, night and day, and I often heard patients 
yelling and pounding on the doors of these small bare rooms 
over which the words “Quiet Room” were painted. The custom- 
ary practice was to put patients who were psychotic, delusional 
and hallucinating, or thought to be seriously suicidal in these 
Tooms immediately upon their admission.! Frequently also other 
pauents were placed in the quiet room for various reasons during 
their stay on the ward. It was the traditional way of coping with 
the most difficult patients, of punishing (consciously or uncon- 
sciously) the most troublesome aggressive patients, and of “meet- 
ing the needs" of the more passive patients who asked for 
Isolation. 

From my observations of the use of seclusion in dealing with 
mental patients, I had previously come to the conclusion that the 
reasons for its use are almost always administrative in nature 
rather than. medical. They can, I believe, be listed as follows: 


(1) Concern for the safety of the other patients and the staff, 
d loss of control. 


aroused by the patient’s own fear of insanity an 
ng from his fear 


(2) Concern for the patient's own safety, ari 
of (or wish for) self-destruction. (Isolation is the traditional 
of suicidal patients. though it 
nt is not safer on 


technique for the "safekeeping" 
Is surely open to question whether such a patie 
the ward, where he is constantly with other people.) 
Rer also a common procedure to give disturbed patients intravenous 
barbiturates upon admission, often in large doses. Since. as a result, they became 
More unstable physically, more confused and hallucinate 


Te: ie x " P i eming 
Sponsive to directions, this often made seclusion seeming 
aried considerably from psychiatrist 


ov. and consequently less 
Iy mandatory. I was told 


that i > i 

: Win the past the use of seclusion rooms v 

© psychiatri s 
Psychiatrist but there. were no records kept of their use. 
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(3) Acquiescence to a request (real or implied) from the 
patient himself, based both on his fear of insanity and on marked 
dependency needs and regressive tendencies. Acquiescence could 
be staff participation in patient acting-out and fantasy. 

(4) The provision of a retreat or escape for patients who have 
a fear of their symptoms and the meaning of them (phobias, 
anxiety, depression, hysterical symptonis) or a fear of external 
punishment (fantasies and delusions of being poisoned, muti- 
lated, threatened by others with death, et cetera). 

(5) Control of the patient who, by his antisocial behavior on 
the ward, shows contempt for the hospital, the staff, the other 
patients, and himself. ("Control" here is a euphemism for "pun- 
ishment"—the setting of limits on a patient's. behavior.) 

From my observations of the effects of isolation on the patients, 
I am convinced that it is, with rare exceptions, an antithera- 
peutic measure. Solitary seclusion in a locked bare room fosters 
regression and withdrawal in the patient by lowering his sell- 
respect, increasing his sense of stigmatization, and reinforcing 

2. The uses of the seclusion room to which I have reference are the con- 
ventional uses to which it is customarily put. ‘Phat its effects need not always 
be antitherapeutic is pointed out 
Dr. T. F. Main: 

“At Northfield Military Hospital, towards the end of 1945, I saw a number of 


quiet. listless men, without interest in the daily problems of living and working. 
uneager to speak or play. 


h a dits » from 
in the following communication to me fron 


These were men who had repeatedly lost their friends 
in battle. The commonest situation. was that of a tank commander who had lost 
one or more tanks from an 


k shot. Being in the turret, the tank commander 
was able to get out and save himself when the tank had burst into flames, while his 
companions, with whom he had fought. slept. and lived, died screaming in the 
Hames inside the tank. Some of these patients had lost several tanks and all had. 
because of the pressure of the military situation, been allowed no time to mourn. 
but had had. duties demanded of them. Obedient to the military code, they had 
all carried on until the end of the war, when their apathy and general disinterested- 
ness had led to their being admitted to hospital. 

“It was clear that, because of the exigencies of the service, the officers of these 
men had not been able to countenance the ordinary mourning behavior by which 
human beings slowly detach their interest from dead friends and direct it once 
again to the living. As a senior officer I was now able to order these men to pay 
tribute to their dead comrades by 3-day period of mourning. In a highly 
emotional first interview, under hurried conditions of treatment, I verbalized the 
men’s guilt about their own survival, their identification with the dead, and I 
demanded of them a task that they had hitherto had no inner or outer sanctions 
to perform—namely a proper tribute to their friends, a concentration of interest 
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his fears that he is at the mercy of forces within himself and of 
those who hold the keys. It strengthens delusions and excites 
hallucinations and often leads to the formation of new ones by 
depriving the patient of his one tenuous hold on reality—his 
social contact with other human beings. It encourages bizarre 
and uncontrolled behavior by confirming his fear ‘that he is 
crazy" and by placing him in a situation. which invites him 
to act so. Frequently, too, in neurotic patients, it augments a 
need” for isolation as a special privilege, rather than dealing 
with the need to be needed: in such instances, if the doctor 
acquiesces to the patient's request to be placed in the seclusion 
room, he becomes a partner in the patient's acting-out and 
manipulating. 

In my view, then, i 
the secluded patient to abandon 
tensify and elaborate his psychotic delusions 


— A 
or 8 " y ; 

1 them, and honest tears. As senior officer I was able to d 
I proposed to them that I pl 


and no interruptions other 


solation is in general a sort of license to 
efforts at self-control—to in- 
or his neurotic 


A emand this of them 
without loss of dignity on their part. ace them in a 
single room, darkened, with a Bible at their bedside, 
than two meals a day. At the end of 72 hours their time would be up and they 
would be told to come back onto the ward. The room was not locked at any 

n. and they seemed 


lime. g 
ne. None of these men made any protest at my p 
them being permitted otherwise forbid- 


without any tenderness, would 
given them, telling 
they were ex- 


relieved that I took the responsibility for 
den feelings. I visited these men once a day and, 
getting on with the job I hac 
ft, making it clear to them that 
r tribute to their friends. 


Simply ask them if they were 
them how much time they had le 
pected as a soldierly duty to pay prope 

“At the end of 3 days I ordered the men out and told them that they were now 
expected to carry out their daily tasks. The whole atmosphere in which this short 
treatment was conducted had a military flavor. This was necessary because these 
Men had in their time been excellent soldiers and I made little attempt to form a 
were occupied with relationships of a 
1 confined myself, therefore, to giving 


Personal relationship with them as they 
Private nature that I could never share. 
e their own feelings. 

difference in these patients was strik- 
r soldiers and had carried out 
the others and, though 


them official Army permission to hav 
; "After this 3 days’ sanctioned mourning the 
ing. Whereas formerly they had not spoken to othe 
their tasks very automatically, now they could speak to 


till rather sad. could work and take part in games and entertainments. 
atment only to suggest that there may be occa- 


utic opportunity. and that there may be cir- 
rom society into one's private feelings 


8 I report this short emergency tre 
sions vhe: s A f 
ms when seclusion offers a therape 
cumsta os d i iti i 
nstances in which, by tradition, retirement f 


isi rt s M x 
‘ mportant. Certain emotional tasks can only be 
i so often used antitherapeutically, can 


carried out in private—but these 


ks are ` 
s are not manv; at all events seclusion. 
occasiona T 5 

asionally have therapeutic value. 
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phobias and fears and give free and full rein to his Te 
impulses, his dependency needs and regressive tendencies, SS 
self-destructive fantasies, his antisocial attitudes. It is, in other 
words, a license to be "crazy," to lose control. As a result, the 
patient's ward adjustment is not only postponed by his stay in 
the seclusion room; it is also made infinitely more difficult. 
He comes out of solitude with memories that are hard to an 
and attitudes that hamper his socialization. The experience is 
one that has driven him inward and backward, rather than 
forward to improvement and possible recovery. It is destructive 
to his sense of belonging and facilitates his fantasies of rejection. 

Moreover, the effects of isolating patients from the group 
reach out to the ward as a whole. When a patient is locked » 
the quiet room, particularly if he is removed from the ward 2 
force, the other patients become extremely apprehensive. It 
intensifies in some their anxiety over their own sanity and 
arouses the fear that the same thing might happen to them. Some 
of the sicker patients misinterpret the screaming in the seclusion 
room, and fantasy that the isol 
even killed. Others be 
ing that he must be 
it necessary to lock 
next bed is reg: 


ated patient is being tortured or 
gin to fear the isolated patient himself, feel- 
very dangerous indeed if the doctors consider 
him up. The thought that the patient A dne 
arded as a suicidal or homicidal risk—as a "maniac 

—is a terrifying thought, and 


greatly increases the fear of the 
mental hospital, especially 


at night? It also precludes comfortable 
Social relationship with this patient. 

Convinced from my observations of the adverse effects of seclu- 
sion, I issued. instructions to the staff at the beginning of the 


$ : ; srate the 
therapeutic community experiment that we would operate t 
ward as if we did not have quie 


i eil 
t rooms. I was always aware, € 


3. For example, prior to the est 
the practice on the ward to list, 
(b) homicidal: 


ablishment of the therapeutic community. IDE 
with precautions, patients who were: (a) suicidal: 
and (c) escape risks. On one occ k 
an officer-patient saw this list on the nurse's desk. He later confided to me that it 


f : ; „ ward, in 
had terrified him. He had staved awake almost every night on the ware 

terrible fear, knowing that the 
a homicidal risk 


i 17 ances. 
ion, under unusual circumstance 


1 i TS à en. labeled 
patient in the bed on his right had been labe 


" > - 1 ited is, the 
and the patient on his left a suicidal risk. Because of this, 
officer—who had distinguished hims 


í i Ste he 
elf in combat—said that the experience on t 
ward had been worse than Korea. 
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course, that an emergency could arise that would require isola- 
mon but it would only be an exception to the rule. As a matter 
of fact, no such emergency ever arose; and not one of the 939 
patients who passed through our ward during the 10 months of 
bestia was placed in the seclusion room by any member 
^e admission ward staff. This suggests eve, tl Er 

the conditions of the 5 Baram 
E y the necessity for 
using seclusion as a device in dealing with mental patients, for 


practical purposes, disappcars. 
: Four months after the therapeutic community had been estab- 
lished the head nurse, on her own initiative, converted one of the 
two quiet rooms on the ward into a music room. The mattress 
aS moved out and a piano moved in. A month later the other 
quiet room was furnished as an office, and the sign “Quiet 
Room” over the doors of these two rooms was painted out. 
; It should be emphasized that I am not advancing the proposi- 
tion that seclusion rooms should be eliminated from mental 
hospitals, and certainly controls with which a staff are com- 
fortable such as locks or seclusion rooms are not to be abandoned 
unless other more elfective measures of control are introduced 
to replace them. 

Nor am I proposing anything which is new or original, for 
there is a natural evolution today toward decreasing use of all 


forms of 8 . 2 a 
rms of restraint in mental hospitals. I am, rather, describing 


à situation in a given hospital where this action was taken and 
Where it had an observably good effect on the therapeutic pro- 
cess and the socialization of the patients. The expectation that 
the patient would control himself and the creation on the ward 
of conditions and atmosphere that fostered self-control were an 
effective substitute for the quiet room. 


SOME SPECIAL PROBLEMS INVOLVED IN THE 
USE OF THE SECLUSION ROOM 


eeds and Regressive Tendencies. The 
ferred to Oakland from other 
urinating and 


Growth of Dependency N 


admiss; A 
dmission reports on patients trans 
instances of patients 
Yet with these same patients 


not employed, this type of 


hospitals 

or date note numerous 
c EN 3 
efecating on the quiet room floor. 
9 r 8 8 

D our ward, where isolation was 
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behavior seldom occurred and never became a matter of serions 
community concern over any prolonged period of time. When 
there was a problem of incontinence, it lasted usually only for 
a day or two at the most. . 

This does not, of course, prove any absolute correlation be- 
tween the use of the quiet room and the incidence of incontinent 
behavior. It does, however, suggest that dependency needs and 
regressive tendencies may be predominant factors in a patient's 
fear of insanity and loss of control, even of his sphincters. It 
suggests also that seclusion fosters such a patient's loss of control 
and encourages him to regre 


sive behavior. : 

In part, the beating on the quiet room door may have a similar 
significance, for it sometimes represents a recall of childhood's 
temper tantrums.! But it also has its genesis in other factors is 
the quiet room experience: the restriction ol physical libert 
the loss of equality and fraternity; the intensification of sexua 
fears, castration fears, homosexual anxiety, and panic: reawakened 
claustrophobia; bodily disintegration and depersonalization: dis- 
sociative thought and speech; and, in a few instances, in extreme- 
ly aggressive and murderous impulses with associated fears about 
body integrity and disturbances of the body image. 

From a theoretical point of view the hypothesis is suggested 
that the problem of the seclusion room involves the problem ol 
narci 


i 18 1 E as 
sism. It is clearly observable that megalomanic as well 1 
other delusions emerge strengthened when patients already sul- 


4. In an attempt to determine from the patients’ histories what their beating ort 
the quiet room walls meant. I arrived at the following highly tentative speculation: 
namely, those who beat their heads against the bulkhead are different from those 
who hit the wall with the 
their heads ag: 


fists and those who kick the walls. Patients who putt 
nst the wall or the doors seemed more frustrated and self-punitive- 
‘They have reached an impasse and can do nothing about it, and their gesture turns 
their hostility and hatred upon themselves, as if they wer 
out"; those who strike 


"beating their brains 
the walls or the bulkheads with their fists have more clearly 
an outer object of hostility whom they wish to strike, and they are striking the wall 
instead. Their aggression is more specifically outwardly directed, and their frustra- 


tion is less in their heads than in their muscles. They are the sort of people whe 
tend to take their hostility out on something or someone else. Those who kick the 
bulkhead doors or the chairs are more petulant and impulsive, more intolerant of 
anxiety, and more infantile. They are also more passive. Those who kick behave 
more in a sort of temper tantrum, not in a self-destructive fashion, but in a socially 
disruptive fashion. 
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fering from their symptoms are placed in the seclusion room to 
bask in their delusions, alone, without any corrective experience 
te alter them. The hypochondriacal attention to the body, the 
distortion of the body image, the tearing of pajamas, mastur- 
bating, and excreting on the floor of the quiet room are taken 
as evidence of a regression to an earlier, more narcissistic period. 
But in all patients, moderately, seriously, or desperately ill, 
there tends to be a certain immobilization of affect, ideation, and 
behavior during prolonged periods of self-contemplation and 
fostered introspection with already distorted perception. (The 
patient's dependent need meets its counterpart in the staff's need 
for “dependents” and their own passive-aggressive conflicts.) 
sible by seclusion, with 


Love for others is often rendered impos 
the patients feeling of rejection. If others do not love, there 
remains only the self to love. The reciprocal relationship be- 
tween the love of self and the love of others, between narcissism 
and object-libido, is highlighted by the quiet room. With the 
increase in one, the other diminishes. This would account for 
Hie regression which we have noted in the quiet room patients. 

There is a paradox here in the fact that the very behavior 
of the patient in the quiet room is often used as prima facie 
evidence to "justify" the use ol seclusion. But rationalization is 
not uncommon in human behavior. When parents, teachers, 
ovoke a nascent antisocial behavior or 
they always take the resultant be- 
repressive or punitive attitudes 


doctors, courts, or jails pr 
rebellion in their "charges." 
havior as evidence that their 
were justified. 

Physical Injury in the Seclusion Room. It is not surprising 
that physical injuries sustained by patients in mental hospitals 
often occur in the seclusion room, for the behavior of the staff, 
like that of the patient, frequently regresses in the privacy of the 
locked room, away from the modifying effect of the presence of 
the other patients. When a struggle occurs, no matter how 


cautiously conducted, the sounds emanating from the seclusion 

which patients may grow all kinds 
and murderous assault. The effect on 
d the subsequent dis- 


r " 

oom are a pabulum upon 
€ F 2 3 

of fantasies about brutality 
ward is massive, an 


the total atmosphere of a 
of all proportion to the true events in- 


trust of the staff may be out 
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side the seclusion room. If, in addition, the patient shows visible 
signs of injury when he is returned to the ward, even though he 
may have injured himself by throwing himself around, the tension 
and fear are further increased. Staff members too are often injured 
in the seclusion room when a large and strong patient is forcibly 
isolated. The injury of a staff member is an exceedingly important 
event on any mental hospital ward. In general, the seclusion room 
epitomizes the common conception of "violence" in relationship 
to the insane. 


Once when I was Officer of the Day I saw a patient in a quiet 
room of one of the wards with a black eye. I asked how it had 
happened, and the corpsman said, "He refused to come from the 
other ward to this ward, so four or five corpsmen dragged him 
here, and while he was being moved, I suppose, someone acci- 
dentally gave him a black ayez" 

On another ward, as Officer of the Day, I found a patient 
Whose face was swollen and whose €ye was swollen shut and 
markedly discolored. On opening the eye, I found that there 
was a subconjunctival hemorrhage. A glance at the doctor's 
order book revealed that four days previously the order was 
written: "Quiet room p-r.n. for agitation after 1630 (Friday) or 
over weekend." The ward log noted that at 1735 on Friday the 
patient had become hyperactive while playing basketball and 
had slapped another patient and hit him with the ball; the 
corpsmen had then placed him in the quiet room, “Patient went 
in quiet room on his own after corpsman sprained his ankle 
while trying to get patient off compound." At 2230 the patient 
was placed in a wet pack "with much struggling" and at 0130 was 
taken out of the pack. “In the struggle that ensued he sustained 
a laceration below the right eye and contusion of the right eye. 
The patient resisted cold pack quite actively ... The account 
Which the patient Save me was that he was playing basketball 
and the Corpsman hit him on the back with his hand. He then 
hit the Corpsman with the basketball and “the corpsman decided 
to put me in the quiet room. It was about 7 P.M. before the 


movie party, and then in about two hours five corpsmen came in, 
three held me down and one kicked me in the head and one 
kicked me in the ribs [alleged]. This morning when I went to 


SOCIAL PSYCHIATRY IN ACTION 127 


church I went over the hill. I didn’t want any more of this. I was 
almost killed three times overseas. . . . Mother visited me today 
api Ses best thing is to forget. it, just forget it happened. 
Eod ee kn you d be out soon. i (The patient was to be 
j o a Veterans Administration hospital the following 
week.) 2 
„ to clarify exactly what had happened by talking 
RED EIS COT PSMEN; the patient, and the nurse led only to three 

conflicting stories. 
CANO. drm for the Quiet Room. It should not be overlooked 
Su „ paca neurotic and anxious patients, 
it, for Pid ^: placed in the quiet room and even request 
a 1 15 5 an ee to withdraw from the stresses 
a r ut the "piene fact that a patient likes the seclusion 
hw cd c evidence that it is of benefit for him. Indeed it may 
8 essence of his neurosis. If he is to get well he must face 
Aa 8 = social life of the group, rather than withdrawing 
viles pis nis own private world. There may be exceptions under 

cumstances. 

1 br Gee of the Seclusion Room. It is quite evident 
ien P dn room is not infrequently used as a form of punish- 
is use is often referred to in professional circles as 


"control" š ps ; : : : 
ntrol" and its punitive purpose 1s denied or rationalized. 


Bi s Cdi : 
it the ambivalence about it 1s revealed when the doctor feels 


compelled to explain to the patien 
ee If so, why is an explar 
i ause of guilt feelings. A number 

have discussed the question have 


t that the quiet room is “not 
nation felt necessary? Perhaps 
of psychiatrists with whom 
readily admitted that they 


use ^ k 2 2 s v eri : 
€ the quiet room as a punitive device for maintaming dis- 


Cipline PAS = 
‘hae on the ward. (The relegation to 
0 : : 3 
; authority to use the quiet roont except in gr 
believe, an abdication by the doctor of both his responsibilities 


à : z 
nd his authority.) 


nurses and corpsmen 


ave emergencies 


The patients know, t00, that the quiet room is used as punish- 
ment, as the following incident indicates: One day the nurse 
came to my office and told me that a patient had refused to 
work on the galley and the vere upset. In refusing, 


he T t 
e had said, "I'll go to the quie 


corpsmen V 


t room," ie, punish me. But 
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the corpsmen told him, “We don't use the quiet room here, 
and the patient "stormed" into the ward. While the nurse was 
telling me this, the corpsmen joined us in my office; and as 
I talked over the situation with them, the nurse went onto the 
ward and said to the patient, "Look here, everybody has to take 
his turn at the galley on this ward, and you have to take JOULE: 
So come along.” The patient responded to her firm but friendly 
persistence and got onto the job without any further reference 
to the quiet room. 
The patients’ awareness of the punitive aspect of the quiet 
room is also illustrated by the following incident, in which a 
patient quite obviously attempted to conduct himself in such 
a way as to bring down upon his head the quiet room “‘treat- 
ment.” At the time when this patient was admitted, there was 
considerable tension on the ward, caused by the presence in the 
Sroup of a very ageressive and provocative schizophrenic. Using 
this as his reason, the patient came to me and demanded to be 


50 that he could sleep at night. I pointed 
out to him that if I granted his rec 


would want a "private room.’ 


placed in the quiet room 


juest, everyone on the ward 
He replied, “Well, you shouldn't 
let one patient keep the whole ward up.” 

Then for a few days he flouted the ward regulations in every 
conceivable Way. He was frequently found smoking under the 
bed covers, which was strictly forbidden. He stole matches, which 
the regulations did not permit the patients to have, and flaunted 
them in front of the staff: though he readily relinquished them, 
he took delight in producing another match box at a E 
moment. When I spoke about the matches to him, he said, 
"You can't take cigarettes (sic) away from a guy any more than 
food." (Cigarettes were never denied to patients and were de 
plied free.) Finally, however, seeing that he was not being 
successful in provoking punishment, he settled down to facing 
the situation in which he found himself and made his adjust- 
ment to it and ceased to conjure up matches. 

The effect of the punitive 
which is punitive, 
paranoid patient. 


use of seclusion, like any other step 
has particular significance in the case of the 
Asa problem of management, paranoia, whether 
Sreat or small, presents a particular difficulty. It is this—there is 
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always a grain of truth in the belief of the paranoiac that people 
are against him. He then behaves offensively towards the world, 
partly to defend himself. but partly to provoke the world, to test 
it, $0) to speak. Usually the world responds to this offensiveness 
Py ill will, thus, from the patient's point of view, proving that 
e 
ax as, he behaves in a worse fashion: and 
reciprocally, the world responds with further aggressiveness to- 
wards him. "This circular situation can grow to the point where 
the patient is impossibly paranoid and deluded and the world 
actually persecuting and hostile to him. There is one way 
SUE ot this situation. As the patient, his ego invaded by paranoid 
beliefs, cannot do anything to break the vicious circle, the world 
EU do so. It must cease being offensive towards him. In this 
Setting-up of a vicious cycle the use of the seclusion room can play 
à major part. For not only may it be an aggressive act by the 
world upon the patient, but it leaves the. patient. alone, unable 
to check whether or not his suspicions are in accordance with 
Sum real behavior of the people in the world: and out of touch 
with it, his paranoid. beliefs flower freely. When next the seclu- 
veu room door is opened, the patient is worse, the environment 
cn more aggressive, and the cycle grows. Conversely, once 
patient is put in seclusion, the guilt of the staff is dealt with 
ageressive, murderous 


lj beer : 8 à 
Y projection, i.c, by denying their own 
The subsequent 


Wishes and attributing these to the patient. 
behavior of the patient justifies this projection mechanism: 
and all the evidence before their 
and their action was justified. 
can be described 


the 


Staff are rid of their guilt: 


Sis that the patient was “bad” 


Vhe need of the staff for a patient to be "bad" 
es counter-paranoia. In all of this, together with the projection 
Mechanisms, goes, of course, the whole problem of homosexual, 
noteworthy that most of this is 
aff who belong to the same sex. 


an inherent 


sido: es : 
do-masochistic interplay. It is 
con re S 

iducted between patients and st 


_ Depression and the Suicidal Patient. Suicide is 
risk in the practice of psychiatry. "Traditional "safeguards" against 
in the mental hospital include the use of sedation, restraints, 
e to the staff elaborate 


an sec : * £ 8 : 
and seclusion. The psychiatrist. Issue 


for À 5 3 
"mal notes directing them to take “suicidal precautions im 
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relation to designated patients and giving them "p.r.n." orders 
to use drugs and seclusion at their own discretion if necessary 
in these cases. These methods, I believe, have no therapeutic 
value and even their efficacy as safeguards is seriously open to 
question, for mental hospital records are full of instances of 
suicide. The problem is complicated, of course, by the fact that 
often one simply cannot tell who is going to try to kill himself. 
Many a suicide occurs in patents who were not previously con- 
sidered seriously suicidal. If every potentially suicidal patient were 
to be secluded under maximum security until the risk is gone, our 
hospitals would have to be rebuilt with countless solitary con- 
finement cells. . 
When the whole question of safeguarding the suicidal patient 
is carefully examined, it is clear that the established procedures 
are followed, not primarily for the benefit of the patient, ox 
to protect the hospital and staff against criticism and possible 
legal action for negligence in the event that a suicide occurs. 
Social attitudes on this problem, as mediated by law, are wn 
enlightened, and the hospital is in 
it can point to the fact that the st 
of suicide and had taken all the 
The fears created by this situ 
of progr 


a much stronger position il 
aff were aware of the danger 
customary measures to avoid it. 
ation stand four-square in the way 
5 to more therapeutic ways of dealing with the depressed 
and suicidal patient in the mental hospital, ways that hold out 
more hope of his recovery and rehabilitation. 

The truth which should be recognized is that it is almost 
impossible to prevent a person really intent on self-destruction 
from succeeding in it sooner or later. 
of 


This is just as much a part 
the risk of the mental hospital operation as death on the 
Operating table is a risk of surgery. Suicide will occur; and when 
it occurs the psychiatrist and his staff should bear no guilt for it 
unless they have been negligent in their therapeutic responst- 
bilities toward their patients. Fear for their own security should 
not force them into employing backward ways of dealing with 
the. problem. 

I believe that, except in the grave emergencies, traditional 
security measures are not necessary if staff communication ts 
adequate and if active forms of individual social and group 
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therapy are employed to replace them. None of the traditional 
measures were used in the therapeutic community at Oakland, 
though over 10 percent of our patients had made bona fide suicidal 
attempts prior to their admission and the risk was probably 
present in 25 percent of the total patient sample. 

In the course of the 10-month experiment, one patient at- 

tempted suicide by swallowing merthiolate while he was being 
transferred to another ward with a recommendation for electric 
shock. His stomach was immediately lavaged, and his transfer 
was continued. Another patient tied a sheet around his neck 
in a suicidal attempt one morning just before the community 
Meeting; but since this was done in the presence of nurses, corps- 
men, and all the other patients on the ward, it could hardly be 
described as a serious, well-planned attempt. On the other hand, 
many depressed patients improved noticeably and, while not 
cured, became manageable and participated in the group life 
on the ward. 
We believed that a patient was safer from his self-destructive 
impulses on the ward, where other patients were watching him 
and would talk to him and try to help him, than in the seclusion 
room, where his lonely brooding would drive him deeper into 
his sickness. This was a calculated risk that we took in the 
interests of his ultimate recovery and rehabilitation, which we 
felt was advanced by the social and environmental forces opera- 
tive on the ward and endangered by social isolation. 

No special “suicidal precautions” were ever issued on any 
patient, Instead, the suicidal patients were fully and meaningfully 
discussed with the staff each day. 

“suicidal precautions” orders on 
a “buck-passing” 
nate 
chi- 


The practice of writing 
patients’ charts, it seems to me, is sometimes 
device that is not only ineffectual but has some very unfortut 
results. If the staff is made to feel responsible for what the psy 
their anxiety mounts. The doctor 
orders, the responsibility, and 
him and follow him about, 
mmunity as a specially 


atrist himself cannot prevent, 
goes home. They are left with the 
the patient. They tensely watch 


thereby isolating him from the patient co 
at the least provocation, they medicate and 


dangerous case; then, 
mselves. 


seclude him, primarily to protect or ‘cover’ the 
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Under these circumstances, the staff's fear becomes a disruptive 
element which can seriously interfere with care of the patient. 
Moreover, this fear communicates itself to the patient. If we 
expect that he is going to attempt suicide, our expectation is 
communicated to him by the elaborate precautions we are taking. 
This only increases the chances that he will do so. On the other 
hand, the firm expectation that he will not commit suicide can 
also be communicated to the patient, and can have an effect 
that will considerably reduce the risk. 

None of what I have said here means that there should ever 
be any indifference to the danger of suicide or that the doctor 
and his staff should take a fatalistic attitude toward it. No talk 
of suicide is ever taken lightly. But I do propose a totally different 
approach to the problem in the therapeutic interests of the 
patient—an approach which keeps the staff fully informed, but 
less fearful, and that brings the group to the aid of the patient, 
rather than plunging him into social isolation. It should not be 
forgotten that in desperately suicidal patients electric shock may 
be life-saving and that in some patients so intent on self-destruc- 
tion it is possible that no force on earth may deter their hand. 


USE OF THE QUIET ROOM ON THE ADMISSION WARD 
BY OFFICERS OF THE DAY 

Though we told our patients that quiet rooms were not used 
on our ward, on five occasions during the early weeks of the 
experiment, Officers of the Day, who were not members of the 
admission ward staff but psychiatrists from other wards, placed 
patients in a quiet room at night without my knowledge. In all 
these instances the action was taken for routine administrative 
reasons rather than emergency reasons. 

The first time was 6 weeks after the ward began operating 
as a therapeutic community, and it came to my attention in a 
curious way. One Wednesday morning a patient came to see me 
after the meeting to ask for sleeping pills. He told me that he 
had been unable to sleep since Monday night, when he had had 
a bad nightmare. “Someone was yelling and getting hurt. I tried 
to wake up but couldn't. I felt paralyzed. Finally I awoke, afraid. 
I looked at my watch and it was 3:00 o'clock. I fell asleep in 
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about an hour.” I mentioned this dream to the nurse that after- 
noon, and she told me that early on Monday morning, the patient 
in the bed next to this patient had become upset and was afraid 
that he would lose control and hurt someone. He asked to be 
placed in the quiet room. The Officer of the Day came to see 
him at 3:00 A.M., prescribed a sedative, and placed him in the 
quiet room, where he remained for an hour. After hearing of 
this, I reviewed my notes on the Monday community meeting 
and found that it had been devoted to the problem of being a 
mental patient. I had summarized the discussion in terms of the 
certain things and had 


need which the patients felt to deny 
ed 


pointed out that while they had talked a great deal, there seem 
As time went on, there 


to be an idea that talking was dangerous. 
because 


was much confirmation of this intuitive interpretation, 
patients tended to have the feeling, when they first came into 
tire hospital, that if they talked about what was really on their 
minds, they would be put in the quiet room. Incidentally, the 
patient who had been unable to sleep denied any knowledge that 


the maria s . 8 A 
he patient next to him had been away from his bed in the 


Night. However, the insomnia disappeared. 

nt was likewise not related to me by my 
ase had been admitted on the weekend 
kends) and I had 
and 


Phe second incide 
staff. The patient in this ¢ 
(quiet room incidents usually occurred on wee 
a manic depressive in a manic phase 


Not seen him. He was 
a previous hospital. He had 


had been kept in a seclusion room in 
been reassured by a corpsman on admission that quiet rooms 
Were not used on this ward. Later in the night, however, the 
Officer of the Day was called to see him, gave him a barbiturate 
parenterally, and placed him in the quiet room. (He had been 
Moved back to the ward before I arrived at the hospital.) The 


an with great excitement, with this 


patient standing up and yelling at me, "Speak, doctor, speak. I'm 
1 not going to hurt you." When I asked 


room, he became even 


N : 6 
Ionday morning meeting beg 


el afraid of being crazy, I'm 
him directly if he had been in a quiet 
angrier with me, suspecting subterfuge to win his cooperation, 
namely, that he had been deceived, for the doctor had secluded 
him. It was not necessary, of course, to seclude this patient again, 


and he made a reasonably good recovery. though on one occasion 
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he provoked a brief fight with another patient. In an lie 
interview with me after the meeting, he cried almost the enlre 
time. I asked him about the night before; he replied, “How did 
I feel—how? How do you think I felt? I'm not supposed to be put 
in a quiet room by anyone who hates me. You know and I kany 
that I'm sane. I won't hurt you. The OD thought I was crazy; he 
didn’t like me. I don't want to go back in the quiet room. You 
won't put me there, will you?" He then related to me a profound 
claustrophobia from early life. 

The third. instance of a patient being put in the quiet room 
on the admission ward again was not directly brought to my 
attention. The Officer of the Day transferred an intoxicated 
patient from his own open ward to our admission ward (in 
accordance with hospital policy *), placing him in a quiet room 
with verbal instructions that he was to be returned to the open 
ward at 0700 the next morning (an hour and a half before 
I would arrive at the hospital) 


eek > 8 < " X -enic 
The fourth patient placed in the quiet room was a hebephren! 
schizophrenic who requested immed 


: uM 8 
liately on admission that he b 
givena private room. 


This was on a Sunday and on Monday morn- 
ing the staff removed him from the 

It was 5 months before 
room. This patient, who 
cutting his wrists prior 
sedated with parenter: 


quiet room when I arrived. 
another patient was placed in the quict 
had attempted to commit suicide by 
to coming to the hospital, was heavily 
al sodium amytal by the Officer of the Day 
on his admission. As a result, he became so groggy that he could 
not stand. The Officer of the Day then ordered the office fany 
ture removed from the quiet room, had a mattress placed e the 
floor, and put the patient in there. It would have been sufficient. 


à x5 ed with side 
however, to have had him placed on the ward in a bed with si 
rails. 


: 1 : Ine. = 1 Tí r on 
The policy that patients who got into such difficulties in the hospital o i 
a ME avorable effec r ward anc 
liberty were sent to the admission ward had an unfavorable effect on our ward 

complicated our work needlessly. It tended to c 


mission ward w 


e an impression that the ad- 
as punishment, and a clear setback (sta rting all over), and it broig 
to the new patients an undesirable selection from the wards to which they would 15 
Tt would have been better had such patients been sent to locked wards which 
were not receiving wards or handled on their own wards. But the policy was 
dictated by the allminiskrakire concept (not ours) that our ward's function was 
“evaluation.” 
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TYPICAL INSTANCES OF CONTROL WITHOUT SECLUSION 
IN THE THERAPEUTIC COMMUNITY 


The following cases are cited to show that the therapeutic 
community, without using the quiet room, was able to deal with 
all the types of patients who are ordinarily secluded, and in fact 
had been secluded, under conventional hospital practices. The 
evidence on this point is quite impressive cumulatively; but for 
reasons of space it can be presented only illustratively here. Cases 
are disguised when necessary to prevent recognition. 


Case Record. Nine days before coming to Oakland, this 
patient (a 22-year-old Marine with 5 years active service) had 
voluntarily sought hospitalization, saying, “I’m afraid I'll get 
into serious trouble." He had, indeed, been involved in a 
number of disciplinary difficulties just prior to this, difficulties 
which he attributed to a head injury suffered in Korea four years 
earlier, 

At the first hospital to which he was admitted, where he was 
diagnosed as having an aggressive reaction, he expressed the fear 
that he would “tear things apart.” The note from this hospital 
states that he was placed on chlorpromazine and in addition was 
given sodium amytal, phenobarbital, and demerol. Finally he was 
placed in the quiet room for refusing to take paraldehyde and 
In the quiet room, 


threatening to “bust the guard's head in.” 
and threatened 


he tore a large iron pipe loose from the closet 
t0 "bash in" the head of anyone who entered. He was given 
tothal and, after he was asleep, he was 
arlv the next morning he tore himself 
1 ore being trans- 
he was removed 
but he pleaded, 


intravenous sodium pen 
placed in a strait jacket. E 
out of it, but he was placed in it again just befi 
ferred to Oakland. When he arrived at Oakland, 
from the camisole and told to go onto the ward, 
Im going to tear your ward apart. 
is going to happen today." 
but he warned me, 


"Put me in a strait jacket. 
I just know it. Something terrible 
I assured him that nothing would happen. 
"Em going to kill somebody." 

I told him that he would not « 


that, while we would continue his medicine 
and quiet rooms were not used on 


lo anything of the kind and 
(chlorpromazine) 


in the same dose, restraints 
this ward. 


Just before the first community meeting that he attended he 


136 SOCIAL PSYCHIATRY IN ACTION 


said to the psychologist on the ward, “I can take this chair and 
hit you over the head with it, but I control myself.” Among the 
patients individually he established himself ] 
ful" person by talking about his fear that he was going to enr 
things apart and do something terrible, But it was not until his 
third community meeting th 

discussion. 


as a "violent, power- 


; : ; group 
at he confided this fear in the grou, 


On his third day on the ward he dem 
sultation with me, saying th 
tear things up.“ In 


anded an emergency con- 
at he still felt that he was going “to 
a sodium amytal interview (in which he 
received only 334 grains of medication) he related an episode 
from Korean combat in which it had been necessary for hm 
to kill a number of North Koreans as they came over a hill which 
the Marines were holding, In the middle of this account, he 
said that there were two lights in the ceiling which he related to 
the lights used on tanks in Korea “to blind the enemy.’ In 
reliving his combat experience, he said, “One of my buddies 
chickened out on me. ] would never chicken out on anybody. 
But he readily admitted 


; ; wels 
that he was frightened, that he w 
“scared to death,’ 


: Actually, he had had murderous feelings toward 
the buddy who "chickened out“ on him; and to his horror, 
perhaps fulfilling àn unconscious wish, the buddy was killed—and 
in Unacceptable guilty relief that it was his buddy and not him- 


2 Im C * > "ar 
self he said, My buddy was shot up, and the Koreans came ov 
and butchered him.’ 


himself and of w 
me, had followed 


' His first Ieclings ol being unable to conum 
anting to do violence or run away, he now tok 
upon this experience, l 
In the interview, in which he Was not sleepy, he now turnee 
to his childhood memory of his father, who had often beaten 
him and had told him that he was “a chicken for not fighting. 
He had both angry and guilty feelings about this. It was 5 
until he had joined the Marines, he said, that he was really able 
to fight, 

Shortly before his present symptoms began fie had decided to 
Set married, This involved him in a totally different conflict, 
on the surface. To prove to himself that he was not really violent, 
he asked for duty at a remote station, feeling that if he went to 
the “boondocks” he could really control himself, But instead, 
he had proved to himself that he was incapable of controlling 
himself and 50 unable to get married, “because a crazy man 
Can't get married.” He had the feeling, therefore, that he could 
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not trust himself with those he loved, as if his ambivalent affec- 
tion was the kiss of death. Despite or because of his dominant 
feelings of self-distrust—and, by projection, his feeling that he 
could not trust others—our persistent expression of faith in him 
was effective. 

j Had we acquiesced to his request for a qui 
jacket, we would have further confirmed his fear that he 
not be trusted to control himself. Instead we reiterated, “You are 
not going to do what you fear; we will help you.” 


et room and a strait 
could 


6 


The experience on the ward of living and talking with buddies 
who didn't “chicken out" on him and with a staff who trusted 
him led him to believe—or to act as if he believed—that he could 
trust himself and others. So, though he repeatedly reaffirmed 
that he would do something violent, nothing happened; and the 
best proof to him of his ability to control himself was the fact 
that he was doing so. His communications about violence did 


not frighten the group, who were 
control and his ability to verbalize | 
propheci S. 

He maintained that the corpsmen on this ward were his friends 
and confessed that he had wanted to frighten the staff at the 
other hospital by letting them know he was crazy; he obviously 
took considerable delight at their reaction. On our ward he was 
confronted with a dilemma: either to be really crazy or to control 
talked the former, he acted the latter. 
"Throughout his stay in the hospital, both on the admission ward 
and on the closed ward to which he was later transferred, he 


remained out of the quiet room. Seclusion and drugs had been 
ineffective. Drugs plus the therapeutic community had been a 
powerful combination. Perhaps it could have been accomplished 
without the ataractic drugs, but there was staff anxiety as well as 


his that was countered by the medication. 


more impressed by his selt- 
ris feelings than by his dire 


himself; and while he 


Case Record. Another patient who was also afraid that he 


at one night. when the Officer of the 
going to "tear things up." 
and consternation, said. 


6. An interesting sidelight on this case was th 
Day made sick call, the patient told him that he was 
The Officer of the Day, to the patient's astonishment 
“Go ahead and do it. We'll fix it up again.“ This type of permissiveness is the 
direct opposite of the attitude that was constantly maintained on the ward. The 
Officer of the Day had said. in effect. 1 lose control. Go crazy." All 


“Go ahead anc 


the rest of the time our staff was telling the patient that he would not go crazy 


and that he could control himself. 
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would lose control had a history of violence. Just prior to his 
hospitalization, in an explosive burst of rage, he had kicked a 
man in the face, and on another occasion had been found holding 
his unsheathed bayonet in his hand in the barracks. In the 
hospital to which he was first admitted, several episodes involving 
unpredictable, unprovoked explosions of violence occurred, On 
these occasions he had without warning struck other patients, in 
one case shattering the other patient's distal radius by striking 
him with a chair. Immediately after each of these episodes he 
was deeply remorseful and begged to be put in the quiet room 
“for a minute or two” so that he could “control” himself, The 
seclusion room was frequently used. He said that he had always 


“lived by the sword” and that he was totally unable to control 
these violent actions, 


The hospital report which accompanied him described him as 
genuinely dangerous to himself and to others, and ominously 
noted, “All the patients and most of the corpsmen and, I might 
add, the doctors were frightened of him and never stood up to 
him.” 

At this previous hospital he was treated with chlorpromazine. 
Apparently both he and the situation thereby partially improved. 
He was transferred to Oakland in restraints and sedated. The 
diagnosis on which he was admitted was schizophrenic reaction. 

On the adm 


on ward his chlorpromazine was discontinued 
to test whether his self-control was adequate to permit transferring 
him to an open ward. Even without his medication, he made an 
excellent adjustment, seemed better able to control himself, and 
took part in the community meetings. His expressions of aggres- 
sion gradually diminished. He was transferred to an open ward. 
where the diagnosis was changed to aggressive reaction, chronic, 
moderate, improved, and he was then discharged from the 
service.? 


Case Record. This patient (a 19-year-old seaman recruit with 


7. At the carliest possible age he had quit school to join the Air Force. He was 
court martialed there for striking a master sergeant, and was given a 5-month 
sentence and a bad conduct discharge. The next year, however, he joined the 
Marines, where he again got into difficulty. In evaluating the effects of the thera- 
peutic community. therefore, it must be borne in mind that in this instance other 
factors may have had a major influence in his improvement—his coming back to 


the continental United States and the reassuring probability of beir 


g separated from 
the service, where he found himself for a second time in an 


“impossible” situation. 
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3 months active duty) had been admitted to a Naval hospital in 
the United States with a diagnosis of psychotic depressive reaction 
after he had attempted to hang himself. In this other hospital, 
strange to say, "no psychotic evidence" was found and "no 
evidence of depression.” The diagnosis was changed to emotional 
instability reaction, with a notation that he “exhibited nostalgia” 
and was "a chronic complainer." He was returned to duty, and 
the next day was readmitted to the hospital for having again 
attempted. suicide by hanging. 

His admission orders to the other hospital read: “Seconal 
grains 114 h.s., p.r.n. Quiet room p.r.n. Suicidal precautions. 
Restraints in bed. In quiet room if patient bangs head against 
wall or attempts to injure himself. | Phenobarbital grains 2 by 
He was admitted to the 


hypo, Chlorpromazine 50 mg. td 
and wished he was dead. 


hospital saying he had no reason to live 
He had spent most of his time there in seclusion. 

On admission to our ward he was depressed and showed 
marked psychomotor retardation. He asked to talk to someone 
(he was of Latin American background), 


of his own nationality 
patients vied with each other 


and in the community meetings the 
10 be his therapist and to talk to him in Spanish and in English. 
His suicidal ideas and feelings cleared rapidly though this was 
not interpreted by us as a cure. His ataractic drug was continued 


on the ward in the same dosage. 


0-year-old Marine who had 


Case Record. The patient was a 2 
diagnosis of schizo- 


been admitted to a Naval hospital with the 
phrenic reaction, paranoid. He was depressed and withdrawn, 
had ideas of reference, suicidal ideas, delusions of persecution, 
auditory hallucinations, and the feeling that he was being 
hypnotized. 

His admission orders to the previous hospital read as follows: 
“Regular diet, lab, restricted to ward, observe closely for psychotic 
or disturbed symptomatology.” Four days later the underlined 
entry is made: “Suicidal precautions.” Three days after this there 
is a further entry: “Quiet room. Sodium amytal grains 3 by 
hypo q. 4 h., p.r.n. Watch very closely.” And the next day, “Open 
ward, sleep in quiet room at night.” The final entry, dated 12 
days after the order to take suicidal precautions, and immediately 
before transfer, read: “Discontinue suicidal precautions,” and 


he was then removed from isolation. The note accompanying the 
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patient to Oakland from the previous hospital explained that he 
had begun to improve immediately alter the decision was mate to 
transfer him. This decision was reached, the note said, Lines 
his rapid recovery was unlikely.” The patient received no ataractic 
drugs either on our ward or at the previous hospital. ieee e 
on admission to our ward, he was stil] delusional and hallucinating. 

When I questioned him about his feelings about the ques 
room in the previous hospital, he replied at first that it didn't 
mean “anything” to him, and then said that he had felt safe there 
because he had the fear that the people on the ward were gomg 
to kill him. I did not, however, share the previous hospital's 
feeling of extreme seriousness about this patient, And in fact he 
made a rapid recovery, and 2 months after his admission to the 
hospital he was discharged. into his own custody. There are pom 
coincidental and perhaps spontaneous factors which are not fully 
understood. 


Case Record. Another patient, a 22-year-old Marine, had spent 
the greater part of his previous hospitalization time in the quiet 
room. I asked him how he had felt about the quiet room ex- 
perience, and he replied, “Oh, we can talk about Washington 
and sunshine and buildings.” , 

The corpsman’s note from the previous hospital described i 
patient's behavior there as follows: “He jumped out of bed anc 
started preaching. Was taken to the quiet room. He refused to 
give Up a pair of glasses and we took them in the scuffle. ne 
would not be quiet, so was given Nembutal Br. 3 by force. He 
Saw us watching him and immediately started praying for strength 
to ward us off, but to no avail (sic). This patient is preaching 
to the Corpsmen, ‘Come on and try my God. Give me ee 
you devils.” He was violent. When the corpsman enters the 
quiet room, he doesn't touch a bite of food. For several days 
he's been lasting. Upsets all the other patients. Thinks he is 
Crazy because he is the Lord [rather than the other way around]. 
Returned to the ward, but placed in the quiet room again be- 
Cause of his loudness, Continued to preach through the night. 
Ripped his clothes to pieces; ripped the quiet room blanket: 
charged the door; lashed out at the corpsman; upon opening 
the Hogs seems very disturbed. Sodium amytal grains 8 and 3 1 
Defecated on the quiet room floor; says he was ashamed and 
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wanted to clean it up. Was doing well for a while, then started 
bouncing on the door, screaming.” He was given Scc's of paralde- 
hyde and transferred to Oakland the same day in restraints. 


s overly courteous—for example, 


On admission to Oakland he w 
saluting me; his answers were clear and relevant, though not 
appropriate; and he was continually experiencing auditory 
hallucinations. His behavior became more schizophrenic, with 
increasing mannerisms and hebephrenic behavior rather than 
assaultive behavior. The diagnosis was changed from manic de- 
sive reaction, on which he had been admitted, to schizo- 
ot incontinent, 
ed member 
sensitive 


pre 
phrenic reaction. On our ward the patient was n 
and he was a refreshing well-behaved though confus 
of the group, speaking out uninhibitedly and with 
schizophrenic insight in the community meetings. 


Case Record. An example of regression in a seriously ill 


nt occurred when the patient was placed in 


schizophrenic patie 
hospital, terrified 


the quiet room at his own request at another 
by the delusion that he had killed his mother. He was given 
enormous doses of chlorpromazine, which he interpreted as 
poison. He ate little and frequently urinated on the deck of the 
quiet room. 
our ward the "incontinence" ceased. 


On his admission to 
it continued: and in the community 


However, his reluctance to €: 
that he would not eat unless he 
aken to feeding him. They also 
anted to 


meeting other patients told me 
was fed; so the patients had t 
observed and told me in the meeting that he often w 
food which they had had in their 


y this. Perhaps he felt assured 
of poison, or perhaps 


take food [rom the others 
mouths, and they were intrigued b 


that the food the others had tasted was free 


it was like Mother, putting his food in his mouth after having 
tasted it during childhood, a feeding technique which in his 


childhood had occurred. This patient during much of the day 
would lie on his bed, to which he had regressed in lieu of the 
seclusion room during the day hours when the patients or the 


staff were not working with him. On one occasion during the 
night he asked for sedation and the quiet room, which the staff 


refused. 


Case Record. This patient, an 18-year-old seaman recruit with 
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sexual fe: 


"s and phobias, had first been hospitalized with " 
tentative diagnosis of psychoneurotic anxiety reaction. In the 
previous hospital, the record shows, he became increasingly con- 
fused and disoriented, and was found at the ward door peream 
ing, wanting to go home to his parents. He would rub gx 
abdomen, protrude his tongue, and look at his genitals "to s 
if my penis is still there." He admitted hearing voices, but 155 
fused to tell what they were saying. He had delusions that he 
Was getting electric shocks from che floor. The diagnosis a 
schizophrenic reaction (mixed) was then established and he was 
transferred to the Naval Hospital at Oakland. 
The corpsman’s chart note from the previous hospital tells 
that the patient would not stay i : 
He became nervous and tore his sheet up. Several days later = 
complained that his brain hurt and that everything smelled. He 
began to throw water on himself, saying, “My generator 1$ 
running down and my brain smells.” He changed his pajamas 
four times and was then put in the quie 
on the floor. The next day he bec 
Was given sodium amytal 
transfer to Oakland. 

He was admitted to our w 
came into my office 


M ie S 
n bed during the quiet hot 


-inated 
t room, where he urinatec 
ame more belligerent, so hé 
à : TAS 
and kept in the quiet room until hi 


ard in restraints, and he immediately 
asking, “What is that smell?” He thought 
poisoned by g: 
complained that there was 


that he was being 


In his initial interview he 


a tingling around his mouth, and 
he wanted to know what the smell was. 


which he heard, he would only say, “I don't think I can do 
what they want me to do.” When asked what his main difficulty 
was, he replied, “I am afraid of my mother," | suggested at this 
ation was playing tricks with him. 
He took a deep breath, sighed, and said, "Yes, that js it." From 


able and more tractable. 
insight. 
ever, to accept this sort of explanation that h 


In regard to the voices 


point that perhaps his imagin 


that point on, he seemed more comfort 


He was totally disoriented, with no He was able, how- 


€ was sick. 
As I walked back to the ward with him after the interview, 
and began to cry. “You're 
sured him th 
I asked him about his reaction to the 


he pointed to the quiet room door 
not going to put me in there?" I à 


at I would not. 
quiet room in the previous 
hospital, and he said that it was "a living hell.” He insisted, 


“This was the beginning of my nervous breakdown,” Perhaps 
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what he meant was that this was confirmation of his breakdown. 
But confrontation (“Your imagination is playing tricks”) was 
more effective than confirmation, for the former had a rationale 
which edged its way into the shadows of his mind, and the 
latter left him alone at the mercies of the irrational. The thought 
that we did not use the quiet room, he said, gave him hope It 


is just wonderful, too good to be true." 


Case Record. The following case is an interesting example of a 
patient in whom the psychotic diagnosis became apparent only 
in the quiet room of the hospital from which he was transferred 
to Oakland. This patient (a 20-year-old Marine with 2 years 
active duty) had been admitted to the previous hospital on re- 
ferral by his commanding officer because of acute situational 
s thought to be only 


maladjustment. When admitted, he w 
moderately sick; his sickness was described as a character dis- 
order “with predominantly an oral problem," and it was thought 
that he might soon be returned to duty. However, in the hospital 
he became disorganized and confused, developed severe anorexia, 
had to be fed with a spoon, and was trembling and depressed. 
He was given large doses of chlorpromazine intramuscularly and 
placed in the quiet room. It was in the quiet room that the first 
mention is made of a fear that he was going to be killed. 

ion interview at Oakland, he talked under great 
ant to die. Don’t make me die. Don't 
I made a mistake, Doctor. Don't let 


afraid I'm going to hurt somebody. 


In his admi 
pressure, "Please, I don't w: 


make me do this, Doctor. 
those people kill me. I’m 
They want to kill me on the ward.” 

Later in the same day he wished to see me in my office, and 
sat with his legs moving up and down in a quick sort of jumping 
movement. There was considerable blocking of speech and perse- 
veration. He was totally disoriented and actively hallucinating. 
The voices were telling him that he was going to die, that if he 
“something was going to happen.” 
much by himself. He would 
scream, "Don't kill 


didn't straighten himself out 
On the ward he stayed pretty 


walk about crying, and would frequently 
It was impossible to devote much in- 


me! I don't want to die!" 
at this time because of the number 


dividual attention to him 


of patients on the ward, many of whom were extremely sick. 


On the third day after his admission he became so excited that 
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it was necessary to give him 
grains of sodium amytal.* 
considerably, and it did not need to be repeated. 5155 

For the rest of his stay on the ward, he Was quite managea ee 
Though he continued to use the same words, they no long 


: H " en ^ Impact 
seemed to have the same meaning to him or the same I 
on him. It is my suspicion th 


n E aos [ 74 

an intravenous injection che 
. "M ] + 5 sider 

Following the injection he subs 


at the incapacitating symptoms 11 
interrupted only when, alter several days on the ward, reality 
showed him that maybe after all wh 
happen. I suspect, also, th 
where his terror 
taken hold of him 


t 
at he feared would no 
i i i iet room, 
at further seclusion in the quiet : m 
i : i irs 

ol che other patents on the ward hac 


» Would have incited the opposite effect. 


Case Record. 


This patient was 
hospital as soon 


: " Javal 
admitted to a small N the 
as his ship docked in the United States. 
remained in this hospital for a week 


a large nearby hospital with the SIS 
was immediately a management problem. He refused orders. 
pressed for liberty, and on severa] 
phone in order to contact the 
who could arrange his liberty, 
facetious laughter 
9n an open ward, 
There was 


Feared. to 
and was then transferred 2 
à í “The patiel 
following note: The pati 


occasions used the hospital 
doctor or commanding officel 
His mood was alternating T. 
to outbursts of anger. In order to retain pr 
he was given chlorpromazine 100 mg. iuis 
an initial beneficial response but he soon € 
and was placed in the quiet room because of his attempts 
leave the ward.” 

At the second hospital the 


a ess «ers read 
psychiatrist's admission orders re 
as follows: 


is probably an acute „ 

Use quiet room if necessary. Chlor m 

mazine 50 mg. q.i.d. today, 75 mg. q.i.d. tomorrow, 5 

bital | grain tid., seconal grains 1% h.s., repeat in 4 hours 
— 


8. This was one of on 
ment when [ 


“This patient 
and may be assaultive, 


ity experi- 
ly two instances during the therapeutic community 17 9 
ed emergency parenteral barbitals. The other time 88815 di 
n I was Officer of the Day. A large. ee 1 o E 
an open ward in our hospital was found walking 971 fa 
elf-inflicted cut on the forearm which was deep is Salt 
He fought the shore patrol and was brought to us in a s 


ja SES maii 
`t hi ^ The cam 
Xd profane, bitter because we would not let him die 
as removed in the ex 
excitement, 


administer 
early one morning whe. 
Patient on liberty from 
and bleeding from as 


Severed no arteries, 


jacket, belligerent ar i tate of extreme 
d a a state 

sole w; amining room. Because he was in a 

threatening me 

Brains of sodium 

day but did 


i 5 
x Wat gave him | 
and refusing to go onto the ward, I g 11 9 11 0 
E 5 joi ^ group on 
amvtal intramuscularly. He refused to join p 11218 Ri 
so on the second das. though he remained silent. By 


i is raged and depressed. 
less sullen but still full of hatred and discouraged ar F 
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necessary. If patient does not take medicine, give intramuscularly 
and have adequate help (four corpsmen). Call for help if neces- 
sary.” The ataractic drug was gradually increased over 5 days to 
125 mg. q.i.d. The corpsman's chart note on the day the patient 
was admitted to this second hospital reads: Was given shot 
forcibly about 1800. At 2000 patient hit patient [Blank] in the 
jaw before he could be restrained.” The next day he was noted 
to be friendly and cooperative, and on the day after that he 
"requested to be put in the quict room" and went “willingly.” 
He was returned to the ward, but 2 days later the chart reads, 
“Patient made several attempts to get out of ward. Once he 
ran to the door and hit it with his head. Was put in the quiet 
room again this evening. He feared his food was being poisoned. 
He remained in the quiet room the next day and swung at a 
corpsman who came in to him. He was returned to the ward 
but placed back in the quiet room by physical force. This time 
he refused to eat; refused to take shower. At 2100 while his 
temperature was being taken, he hit the corpsman. He fell 
asleep. Awoke and began banging on the door at 2200, not 
loud bangs though." 

After striking the corpsman, the patient was given apomor- 
phine and scopalamine by the doctor, whose instructions. now 
read: “Do not let patient out of quiet room at all except when 
ry. Use his deck for urination. Three corps- 


physically neces: 
men at hand when quiet room door is opened." Then, as an 
afterthought following the doctor's signature, "He is too sullen 
ervice or psychological workup." The 


to cooperate in the social s 
the patient was 


next day, according to the corpsman's note, 


"still banging on the door, wanting to get out; 
Also stated he was dying. Now 


said we were 


putting poisoned gas in him. 
continuing banging on the door." 
The patient remained in the seclusion room until he was 


transferred to the Naval Hospital at Oakland. Here he was no 
and there was no need for the seclusion 


about his foods and medication. 
4 days when his 


management problem 
room. He was still paranoid 


d DEO: 4 z E 
No medication at all was given to him for 
but when he was very anxious and 


behavior was satisfactory, 
hyperactive he was given reserpine 1 mg. tid., which he readily 
accepted. He was still afraid that he was going to be killed, but 


didn't seem unduly disturbed by the idea, and he participated 
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in the community meetings and showed no tendency to be 
assaultive. 


Case Record. The following case illustrates a type of social 
problem on the ward that is often "solved" by sending the patient 
to the quiet room. The behavior of this psychotic patient at the 
hospital from which he was transferred to Oakland was hardly 
a model of ward propriety, according to the corpsman's notes. 
On his admission there, he was "very loud and wanted out" 
the corpsman notes. "Didn't cooperate at all, caused confusion 
on the ward, caused other patients to blow his (sic) top. Was 
put in the quiet room." 

The following day, after a brief interval on the ward, he was 
returned to the quiet room for "persisting in staying up, bother- 
ing other patients, talking constantly." And even in the quiet 
room, he was "most of the time giving us orders on how to get 
him out.” The next day the patient was again put in the quiet 
room "for provoking other patients." "No complaint," the corps- 
man observes; 


ems happy." On the evening of this day he was 
returned to the ward, but again taken to the quiet room. And 
the corpsman now reports: "Very noisy, demanded to be let out, 
pounded on door, screen, and bulkhead. He was told repeatedly 
to quiet down, and being in good contact" (which was doubtful 
from the doctor's notes) “he agreed to, but as soon as corpsman 
left the room he started making noises again. Was in vain. 
Sodium amytal. Constantly pounding on the screens and bulk- 
heads with his hands and screaming at people in the street." 
When this patient. (who alwa 


ys addressed me very obsequiously 
as "Admiral") was admitted to our ward, he was in restraints and 
his knuckles were deeply lace 


ted from pounding on the quict 
out of restraints than he started 
“snooping” around the ward and getting into other patients’ bed 
lockers. This caused considerable indignation. One patient whose 
bed table had been rifled came and urgently requested that 
I "lock the fellow up in the quiet room." Others in individual 


room door. He was no sooner 


interviews said, in effect, "Either he goes or I do." It was not that 
they believed this was possible; it was only that saying it was 
possible—and pleasurable to them. I listened, but made no com- 
ment other than, “We don't use the seclusion room." The nurse, 
however, explained to the outraged patients one by one that 
the new patient was confused and that it might take him a little 
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time "to settle down.” The next day the patient who had been 
most indignant and had demanded that the fellow be locked 
up told him in the community meeting, “This is a good ward, 
and we have to get along together.” Faced with the necessity of 
living with this patient, the facilitative social forces took over; 
and the problem was solved without benefit of isolation. The 
patient himself was never more than a minor annoying problem 


in management during his stay on our ward. 


Case Record. This patient was admitted to Oakland from an- 
other hospital within the continental limits of the United States 
where the diagnosis paranoid schizophrenic reaction had been 
established because of the delusion that he was God, preoccupa- 
tion with religious thoughts, excessive megalomaniac ideas, and 
autistic fantasies. 

The corpsman's report on his behavior in the previous hospital 
begins with the notation: "Unable to sleep since Taps. Every 
15 minutes gets up and walks around the other patients’ bed- 
lockers for no reason. Looks in the bedlockers. So it was decided 
that if the patient continued this, he would be placed in the 
quiet room." (Admission order Juiet room p.r.n.; elixir of 
Nembutal grains 114 hs, p.r.n.") Approximately 10 minutes 
later the patient got up. It was explained to him that his moving 
around would disturb other patients so it would be best for him 
to stay in the quiet room the rest of the night. The patient agreed 
and was placed in the quiet room.” 

By the next morning, there was a striking change: he refused 
to shower and began to eat sparingly; by Taps he was loud and 
“Ignored the request 


boisterous, lying on his rack and shouting. 
of the corpsman to be quiet and was brought to the quiet room 
without resistance." Now the record notes the first psychotic 
communications to the corpsman—"Patient says he can read 


people's minds and ‘I am God and the bird of peace. " He says 
juiet room door and 


he is not going to let the corpsman close the c 
that he is going back on the ward. "Patient then took a step out 
but the corpsman's arm Was blocking 
he couldn't pass, he changed 
air conditioner on the ward 
in disguise. 


of the quiet room door 
the door. When the patient saw 
the subject and began saying that the 
was a motion picture camera and a tape recorder 
Patient then turned and the door was closed." The next day, it is 


noted, the patient complained of noise and steam in the water 
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pipes within the quiet room—"Demanded they be turned off, 
which is impossible. Patient will not accept explanation of the 
noise, and continued beating on the door and yelling ‘Out.’ 
OOD notified and chlorpromazine 50 mg. intramuscularly was 
orders. Patient was told he would receive a shot? After some 
persuasion, at first consented, then refused. He was then re- 
strained by this corpsman and two others and shot was given 
by nurse. Patient is now standing at quiet room door, knocking 
This was at 0130. 
At 0215, “Still in the quiet room and knocking on the door.” 
At 0300, "Now lying down with blankets over his head." At 
0900 the next day the order was written to transfer him to the 
psychiatric treatment center at Oakland. (Whether or not his 
behavior reached the point where the stalf wanted no more ol 
him is not known; but it is interesting how frequently in dis- 


at door and calling out in a moderate voice.” 


turbed patients the referral comes at a point of desperation 
after seclusion.) 

It is clear that the corpsmen had authority to use the quiet 
room by the doctor's initial p.r.n. (according as circumstances 
may require) order. But it is equally clear that this method 
provided no effective solution either of the ward problem or of 
the patient's problem. In seclusion he took to making consider- 
able noise, and his delusions became inc 


isingly disturbing to 
him; in fact, his agitation was so accentuated that he had to be 
tranquilized by medication. In telling him that it would be best 
for him to stay in the quiet room, what the staff was really saying 
was that is would be best for them and the other patients [or 
him to be in the quiet room. It turned out, actually, not to be 
best for him, and probably not best for the other patients either, 
although under the circumstances it was possibly the "better" 
of the two alternatives for the staff present on the ward at the 
time. (The need to tell patients the truth simply and honestly 
and patiently as a means of winning their cooperation is not 
unlike the problem of winning cooperation or understanding 
anywhere.) 

It is interesting that the patient in recalling this episode later 
told me that in the quiet room he developed the idea he could 


9. It is an interesting question as to what this delusional patient thought was 
going to happen to him. The word "shot" should never be used with such dis- 
turbed patients in relation to giving an injection. The word "injection" is poor. 
"Medicine" is satisfactory. 
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read people's minds. His complaint about the noise coming from 
the steam pipes was an elaboration of his delusion that there 
were secret devices on the ward, but here he could fantasy and 
contemplate the pipes alone by the hour. The corpsman’s rational 
explanation of these sounds was met with disbelief, and did not 
alter the beating on the door and the yelling to be out. This 
man had a feeling that something was being shot into his room 
by way of the steam pipes as well as into himself and that he 
was powerless. Not infrequently patients in seclusion rooms think 
that gas is being piped into the room, as if it were a gas chamber. 
Finally at 3:00 in the morning he pulled the blankets over his 
head, perhaps to deny the fact that he was in the seclusion room 
or perhaps to isolate himself even more completely from his 
reality-shrinking world. 

On our ward this patient's behavior was satisfactory, and no 
ataractic drugs were necessary. 


Calcutta d 


CHAPTER VII 


EXAMPLES OF COMMUNITY 
MEETINGS 


THE FIRST WEEK 


Tie first community meeting ever held on the ward dealt 
with minor annoyances arising out of the hospital situation. The 
Opening communication, from a patient who had been in the 
service for a long time, was the complaint that there was no 
coffee hour and that no coffee could be had except at odd 
moments "when the staff gets it." This theme was taken up 
rather energetically by the group. I made no comment but 
listened carefully; and after a short silence a patient, assuming 
the role of the spokesman for the group, came to the defense of the 
staff: "Let's not get it wrong; we think the nurses and corpsmen 
are trying to do things for us."! But again there were comments 
about the availability of coffee in other parts of the service, on 
Shore and afloat. I interrupted. with the question, "Could not 
this mean something else? Could it not be referring to a more 
basic conflict?“ In phrasing this question-interpretation, I was 
thinking of frustration and deprivation of liberty in the hospital; 
but to my Surprise a chief answered, "If you mean whiskey. 
I think they are separate." 


l. The majority of quotations reported directly from community mectings are 
taken from the extensive notes which I made immediately after the meetings were 
held and all the significant’ communications had been jointly reviewed. While 
there were available tape recordings and sound motion pictures (for some groups) 
and extensive dictated notes, by far the most valuable and usetul records, I found, 
were those which I myself typed or wrote in long hand. The advantage of the notes 
as against the precise accuracy of the recorded words lay in the interpretive com- 
ments, writing of immediate personal associations and reactions, nonverbal com- 
munications, gestures, and social events which elaborated these daily notes and 
diaries. When it came time to transcribe the tapes, already some of the memories 
and the spontaneous feelings had been lost. As ag 
data from transcribed. material there was in effect an immediate abstract. which 


nst the. mountain of recorded 


we found most useful. While this involved a conscious selection of material, so does 
any other way. The comparison of notes with tape recordings, as well as many years 


[150] 
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The group then turned to complaints about not being able to 
smoke during quiet hour and about too much noise on the ward 
at night. Some patients also objected to the quiet hour, "Why 
do we have it anyway?" Others said they liked the quiet hour. 

One patient then aired his grievance against the corpswave in 
the outer office on the ward who wouldn't let a friend of his, 
who had arrived during the last ten minutes of the visiting hour, 
stay beyond the closing time. He said, "I've never hit a woman 
before, but she would be the first," and he went on to relate 
similar trouble with women in the service. He said "would be," 
not "will be." No threat was involved, I thought. I asked, "Was 
there an earlier time?" He replied, "No." Then, coming more 
directly to the point, I said, "Did your mother treat you this 
way?" He replied, "Yes, until I told her I was going my own way, 
and she said I wasn't. When I was sixteen, I pushed her aside, 
and we've gotten along fine since." 

"This subject was carried no further. There were further 
complaints about the corpsmen monitoring the patients’ tele- 
phone calls and supervising their visiting hours, and I then 
concluded the hour with summarizing comments on the annoy- 
ances that attend being in the hospital. 


2. It was my custom to conclude each community meeting with a 3- to 5-minute 
med to weave most constantly through 


summary. I chose the theme which s 
the hour and pointed out its development, the precise words u ed, and its ego level, 
ed in a later chapter. I illustrated 


meaning or interpretation. This will be disci 
the points in my summary of the meeting by quoting significant comments made 
during the hour and attributing these comments by name to the patients who 
sured the patients that, though I might be silent, I was 
ave a fecling of status to the patients who talked, 


had made them. This 
listening all the time. It 


and the pleasurable sensation of hea 
with the obvious inference that what they had said was 


also g. 


ng their own words spoken back to them in 


à calm and quiet voi : 3 
meaningful. It gave a sense of structure to the group mecting which on the surface 
gful. It gave a sens 


often sounded chaotic. 

of experience. recording interviews immediately after the event and the constant 
corrective experiences of reviewing the communications in the staff meetings, le 
me to believe that the quotations used in this book have a high degree of relia 
and in most instances are exact. In addition it should never be forgotten that the 
introduction of recording dev affects both patients and staff and introduces a 
iable whose effect is exceedingly difficult to evaluate. A further com- 


ty 


significant va 


plication rests in the fact that many comments in a large group are hardly decipher- 


able from tapes. 
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In the staff meeting following this first hour, I suggested that 
there might be some validity to the patients’ complaint about 
coffee, which had occupied so large a part in their discussion, 
and I proposed having the corpsmen get an extra pot of coffee 
with the chow so that there could be a definite coffee hour 
in the morning. The staff went along with this proposal, but 
their annoyance at gratifying the patients’ "demands" was re- 
vealed in the comment of a nurse, “Now it is coffee; the next 
time it will be milk.” 

Thus in the first community meeting the patients had had an 
Opportunity to air their complaints. Those which were realistic 
could be satisfied, although not directly in the meeting. 


The following day the theme of the community meeting had to 
do with a deep anxiety relating to fears about psychiatry and the 
disadvantage of the patient when pitted against the autliority 
of the psychiatrist. I took my seat in a chair by the end of a bed, 
the position which I occupied in all community meetings that 
followed. The patients gathered their chairs in a circle about 
me.* However, the staff was having some difficulty in adjusting 
to the group situation. The charge nurse sat at a card table 
writing notes, quite far away from the group. I asked her to 
come over and sit with the group, and she replied that she had 
work to do. She continued writing and later on walked out of the 
group. I felt somewhat anxious over this; and I was to experience 
this very slight anxiety every time that a patient or staff member 
walked from a meeting. 

After the meeting had begun, a social worker entered late 
with a cup of coffee in his hand. I felt that this action was 
directly related to the last hour and was a hostile gesture towards 
the group, but I said nothing about it in the meeting.* The 
patients were now more clearly talking about me, though in- 
directly. The first communication was: “I feel the patient" (not 
phrased as himself, but as the more general category or class, 


Even in this first series of meetings we became aware of the fact that the 
Seating arrangement had great significance. It was not yet clear what the meaning 
of any specific chair was. but it was clear that there was a nonverbal communication 
ating. Those who sat behind me, those who sat across from me, those who 
sat in chairs away from each other or clustered in groups—in each case there was 


obviously a social communication. 
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which would include the group) “is at a disadvantage with the 
doctor—the boards of doctors won't pay any attention to us when 
we appeal or rebut." 

They now were talking about what would happen to them at the 
end of their hospital stay, when they appeared before a medical 
or survey board—an administrative problem which heretofore had 
been the major topic of discussion on this ward. The social 
worker had held meetings with the patients to explain to them 
the operation of the boards, the nature of separation, and their 
compensation rights under the laws. Now the test was being 
presented to me. Finally a patient turned to me directly and 
said, "Don't you think we'reat a disadvantage?" I replied without 
a moment’s hesitation, "Yes, you are at a disadvantage admini- 
stratively." 
answer was honest and reassuring. ‘The 
emphasis here upon the word “administratively” implied that 
therapeutically it was different and placed the comment in a 
new perspective. Thus this short, simple answer was important, 
I felt, in establishing an idea of what might be characterized 
There was a long silence after this, 
and so I expanded on my answer to “justify” the administrative 
responsibility, saying, in a matter-of-fact way, that when patients 
come to boards some want more than they should get and some 
are afraid to ask for what is due them and that someone or 
some group must be administratively in charge whether it is 
aboard ship or in the hospital, the doctor or the officer. Immedi- 


The immediate 


as a “benevolent authority.” 


uestioned as to why he had done this. 


4. In the following staff meeting he was q 
hen he had reported in the morning. 


He attributed his conduct to the fact that, w 
he found that his captain had, without consulting him, arranged an interview for 


him which had disturbed his entire morning schedule. He thought to himself, “If 
Im going to be pushed around I'll make them uncomfortable too." As he walked 
in with the cup of coffee, he told us, he had the feeling, "I'm going to drop it." 
Then he thought of setting it on the floor, but he said to himself, "To hell with i Ü 
and sat drinking coffee in front of the group. “But,” he said, “I didn’t enjoy i 
He wondered why the patients didn't say anything about it, and he thought perhaps 
that they hadn't wanted to “embarrass” him. But, since there was an element of de- 
f the patients may perhaps have feared that if 
e retaliation: “He will report me; he will 
he does not show consideration." 

ently instructive to the staff that such 


fiance of the group in his behavior. 
they brought it up there would be som 
foul me up; he will do something since 

This type of immediate analysis was suffici 


behavior rarely occurred. 
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ately, a patient said, “I am never afraid of any officer or any 
board.” 

The patients obviously felt more comfortable with me now, 
and a direct reference to me followed: “The patient is at a 
disadvantage because you know all about us, and we don't know 
anything about you.” This was the first clue that the reference to 
the “patient” and the “doctor” was not simply the military or 
social custom of speaking in the third person, but had some- 
thing to do with me personally. I replied, "Are you curious?" 
And he said, "No, not especially." But the “not especially" was 
a signal that he was indeed curious but reluctant or afraid to 
say so, but I said nothing. 

The patients then turned the discussion to the psychological 
tests which were required of all patients admitted to the hospital.” 
It now became evident that these tests were thought of as an 
extension of me, for several patients spoke of “the questions 
you asked." The patients felt that the tests were unfair, and some 
of them derisively quoted questions from them: “Do you believe 
in spanking your child?" and “Do you have a tendency to sui- 
cide?" After the word "suicide" there was considerable animation 
in the group, with a number of the patients expressing their 
objections to the tests and their sense of being at a disadvantage. 
"Someone has the upper hand," they concluded. 

This led into a discussion of the closed ward: “Why am I locked 
up here when I came from an open ward at another hospital?” 
A patient turned to me and asked, "How would you feel?" I made 
no reply to this question, for I did not know how I would feel 
if I were locked up. Moreover, the point was not how I would 
feel, but how they felt; it would have been a mistake to say, 
"UI know how you feel" I realized too that, since I believed 
that many or most of the patients could be cared for on an un- 
locked ward, any answer that I might make would have identified 
my feelings too strongly with the group. (It is my belief that 
there will in time be more open hospitals for mental patients.) 

5. In the beginning of the therapeutic community program, as in the past, it 
was a routine that all psychiatric patients be given a battery of psychological tests 
the results of which were not discussed with the patient. This “routine order” was 


soon changed in consultation with the Chief of Service and the Chief of Psychology 
so that tests were administered only on special requests when indicated. 
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My silence, it seemed, implied to them strength; they inter- 
preted it as meaning that I was "strong" and would answer 
questions which I thought I should answer and would remain 
silent if I thought I should not answer. The decision about which 
questions to answer was at first intuitive, but gradually I learned to 
recognize this type of question as a seductive one: and since the 
patients clearly regarded me on an administrative level as a part of 
the command which considered it necessary to lock them up, for 
me to give them any inkling that I was not in accord with the 
hospital policy would have permitted them to use the meetings for 
manipulative purposes. My silence was noncommittal and, while it 
might have been interpreted as rejection and provoking of anxiety, 
it was evident to me from this point on that sometimes this was 
the essential role which the leader must take. 

In this instance my silence was rewarded by a very meaningful 
comment from a schizophrenic patient. He said, looking at the 
group, "You live here as being uprooted, and then you begin 
to die inside." Then turning to me, he added, "You give me a 
chance to let out steam. . . . the tree removed as a sapling takes 
root again, but can be left to grow, and the roots that are broken 
off—it begins to die within." 

I asked, "Can you be more specific?” 
clue, I asked, "About yourself.” “Yes, 
everything my mother was. I don't know how the rest feel, but 


and then, giving him a 
he replied, "my wife is 


you ask me and I tell you." 

Here he had swiftly communicated a major feature of his 
psychosis: his identification of wife and mother with the sense 
of being uprooted and his fear of mutilation and death as ex- 
pressed in the metaphor of the tree with its roots broken. I con- 
cluded the meeting with summarizing comments, using their own 
words where possible, covering the patient 
advantage, their feeling of dissatisfactior 
their dislike of the psychological tests, and their anxiety about how 
the doctor would interpret their answers to the questions. 


s' sense of being at a dis- 
a with mass treatment, 


In the next day's community meeting, a patient introduced a 
subject which clearly had meaning for the group as a whole, 


when he said: "I don't get answers from the doctors; they put 
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me off, and they don’t see me." There would have been no point 
here in coming to the defense of doctors because it was obvious 
that many of the patients had actually in the past been put off 
by doctors, that they had not been seen. What would be im- 
portant to the group would be their own observation that on this 
ward they would be seen, that they would not be put off; and 
this was a matter to be demonstrated, rather than verbalized. 
Some speculation was then expressed about the community meet- 
ings themselves. One patient said, "I have sized up these meetings. 
They are to find out how you can improve the hospital." Another 
patient said, "They are to draw us out." 


In this meeting, as in others, the patients protested against 
the hospital's routine practice of sending a letter to the next of 
kin, notifying them that the patient was on the psychiatric service. 
I attempted to explain that this was an administrative decision 
on the command level (i.e., while I accepted it I was not respon- 
sible for it). But one schizophrenic patient refused to accept this. 
and by a curious paranoid distortion he told the group that I had 
informed him that his letter would say, “Suicidal tendencies." 1 
denied this, pointing out that I did not write the letters and had 
no idea what specifically would be said in them: but he replied. 
"There isn't anyone else here who looks like you," to which I 
immediately agreed. But the group as a whole accepted my 
explanation in a semi-humorous vein, as if accepting the inevi- 
table. Again I was drawn into the administrative side of this prob- 
lem by a patient asking, "Can't we have some say about the 
letters?" To this I replied immediately, “No, this is a routine." 
It seemed to me that the question required a direct answer, and 
for me to have evaded it by saying. Talk to the Captain about 


it” or "Talk to someone else about it,“ would not have permitted 
them to handle their feelings about it effectively. 

A patient said that he was having domestic difficulty and his 
wife would use the letter as "ammunition." Another said, "I have 
no next of kin," and when I replied that everyone has next of 
kin, he said, "Then it is my mother-in-law, and she will say 
‘I told you so. At this the entire group burst into laughter. 
The tension was broken. Then another patient, caricaturing the 
letter, said, "It will read, "Your son is in the nut-house.' ” There 
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was no laughter at this; only silence. Then a patient said, Well?“ 
and the group burst into a convulsive laughter, which enabled 
them to accept in caricature what they all felt. But it was not 
really a humorous situation. Another patient said, “I am sorry 
I listed my mother—she is old. I should have said brother." “ 


The following meeting began with hostile complaints about 
food by a patient who was a cook in the service." But the group 
did not rally to his side, and only his closest buddy "went along" 
with the complaint—a clear indication that this topic was not 
group-approved. 

Then a schizophrenic patient just admitted said that he had 
some strange thoughts he wanted to talk about but was reluctant 
to do so in front of the group. A sergeant next to him gently 
urged him to talk by saying. “We are all in the same boat. No 


it was presented to the Chief of Service and 
seemed administratively unneces- 
age of their hospitalization, letters 


6. After we had adequate evidence, 
the se where a next-of-kin letter 


after in any 
sary or therapeutically contraindicated at this st 
were not sent. The routine became modified and was no longer automatic. While 
it looks as if the early groups were dealing with gripes, the meetings did not sound 
that way. The patients were deeply conc ned about reality problems which im- 
mediately were aired once the lid was raised and they were iven a voice,” though 
of these sorts became rare group 


not a vote. As time went on “practical matters” 
topics. 

In this meeting, however, my own ambivalent feelings about the letters and my 
intention of changing the routine policy if possible was detected by the schizophrenic 
patient. His reply in fact accuses me of deceitful action. It was probably an error 
for me to deny his paranoid accusation so literally rather than deal with his feelings. 
Fortunately the group “rescued” me and the patient from this error by way ofa 
“comedy of error” association: ammunitions; no kin, mother-in-law, wrong kin, 
and nut-house. 


7. This man and his buddy were the oldest 
had been admitted for attempted suicide with firearms and both were being sent to 


another military hospital for treatment on the East Coast, where their families lived. 


One of them asked, “Will it do any good to tell the Admiral?” But their hostility 


had little to do with the group. It had to do with their imminent transfer to 
Philadelphia and with the fact that, immediately preceding the community meeting, 
a sick call had been held with a regular Naval officer who was in the position of 
al. The questions which he asked at sick call 
had been my policy on the ward to reserve 
example, as we came to one of the 
“What are your plans for him? 
(meaning in re- 


patients on the ward; both of them 


command superior to me in the hospit 
were administrative questions which it 
strictly for personal interview in my office. For 
d. he asked. 


two patients who were being transferre À 
oing to Philadelphia | 


Is there any disciplinary status? Is he g 
straints and sedated), and, “Oh, so you're Smith!” 
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one will laugh at you.” The first patient said, “It will sound 
crazy." Another patient told him, “I have been in group meetings 
before and it helps to talk. You get help from each other. We 
all feel alike.” This led into a discussion of self-consciousness 
and of fear about talking and revealing intimate details of one’s 
life. When the word "crazy" was used again, a very sick schizo- 
phrenic patient burst into laughter and walked from the eroup 
to the water fountain. On his return I asked him why he had 
left, and he said, “I felt that all the eyes were on me." (He had 
seated himself directly behind me, where the eyes would be 
focused, "so as not to obstruct anybody's view.") I asked him if 
he had ever felt self-conscious before, and he said that when 
he was 13 years old he had edema of the eyes and people laughed 
at him. I suggested that perhaps he felt the same way now, and 
his voice quavered as he reflected, “I feel self-conscious." A nurse 
then said, "I feel stage fright whenever I give a talk. Everybody 
feels the same way.” A sergeant added, “I felt that way in the 
ring even, when I was knocked down. I felt frozen, but not afraid, 
but even Joe Louis feels that way." 

Then finally the Schizophrenic patient who had had the strange 
thoughts overcame his fear of sounding crazy and talked about 
the supernatural; he had Strange powers, he said, that he feared 
had caused the death of many people. The general tone of the 
group developed along the lines that superstitions were often 
stronger than logic, that feelings and irrational processes are more 
potent than rational objectivity. At the end of the meeting à 
colored patient said, "In Japan they worship Buddha because 
they are not enlightened about Christianity," but another patient 
commented, They feel the same about it the other way around 
there," which was an expression of tolerance for strange beliefs. 

In the staff meetings, as the content of the patients 
ications was discussed, it was now becoming obvious that one of 


commun- 


the main functions of the staff meeting was to relieve the anxiety 
of the staff members by giving them the feeling that each 
community meeting had structure and meaning—that it was 
possible to follow threads through it and to relate what was said 
to what was known or inferred about the patients. 

By now the staff was beginning to feel competent, and already 
a ward culture was beginning to take shape. 
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THE WINNING-OVER OF AN UNCOOPERATIVE PATIENT 


One series of meetings held in the early days of the therapeutic 
community had an impressive effect on the staff, not only be- 
cause it brought into the open the patients’ feelings about 
restraint, maltreatment, and the use of the seclusion room, but 
because it memorably demonstrated how the patients themselves, 
with a minimum of participation by the staff, dealt with and 
won over to the group a patient who at first refused to cooperate. 

This patient—Gordon—was an 18-year-old Marine private who 
had been admitted to the ward from a Marine station in Japan 
with a diagnosis of schizophrenic reaction. When I saw him in 
his admission interview, he was sullen, hostile, and resentful, 
but not depressed, and it was my impression that the correct 
diagnosis was severe passive-aggressive reaction (a character dis- 
order). 

He was an only child, whose father had deserted the mother 
when the boy was 3 years old: “Father left me—left my mother,” 
he told me. He denied any memory of his father, but his mother 
had constantly described him as a shiftless drunkard, and had 
told the boy before he was 10 years old of reading in a news- 
paper that his father had tried to commit suicide. Following the 
father's desertion, the boy had lived with a grandmother until 
he was 10, at which time he went to live with his mother, who 
had remarried when he was 5. It was always incomprehensible 
to him that he had not been reunited with her earlier. The 
mother, from whom he received little affection, was an alcoholic. 
and the stepfather forced upon the boy the role of baby-sitter 
for mother, fostering in him the feeling that he was "the only 
one who could control her." When he was 17, he joined the 
Marines to "escape" his mother. She signed the waiver of age, 
saying to him, "Good riddance." 

In the service, he rapidly found himself in repeated disciplin- 
ary trouble, beginning with a brig sentence received for going 
AWOL on his third day in boot camp. His experience in the brig 
confirmed his sense of rejection. He described the people who 
ran it as "wise guys and inhuman." When he was discharged 
from it, he said, they called him in and beat him up "as a lesson 
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not to come: back again.” ("I got the - - = kicked. out of me.") 
There were many threats and "they said they would shoot me 
if I didn't say ‘Sir? ” 

his intense 
hostility to authority figures had led to repeated difficulties with 
his superiors. It was a Serious grievance to him that he had 
never received an advancement in rate. 

The first community meeting which Gordon attended began 
with a long silence. Another new patient—Harrison—had seated 
himself apart from the group and I invited him to come and 
join us. He accepted the invitation angrily, bouncing his chair 
on the deck as he came, and sat next to Gordon, with whom he 
began a hushed two-way conversation, excluding the rest of us. 
I asked Harrison what he was talking about, and he said he 
was complaining about the ward. 


Throughout his following months in the service 


Gordon told us, “His trouble is insomnia," and Harrison 
added, “The night lights are too bright. They keep me awake.’ 
This was followed by a long silence: then a patient who had 
been on the ward for eight days asked, “How about explaining 
the community Meetings to the new patients?” I invited him to 
do this, and he described them as an Opportunity for the patients 
to talk about whatever they wanted to and to get help. Gordon 
sat in a chair drawn out from the circle, clearly the center of 
the stage. He was the sullen picture of the “angry man.” The 
patient who had explained the community meetings remarked, 
after a period of silence, "We have to cooperate." Gordon angrily 
rejected this. The doctor had told him, he explained, that he 
was not going to have any leave on this ward and wasn't going 
to the open ward; and since his demands had not been met on the 
first day of his hospitalization, he declared, “I won't cooperate 
with anybody. The doctor has my record and knows what's wrong 
with me." 

A patient who had made a number of penetrating interpreta- 
tions in previous meetings warned him, "You'll never get out 
of here if you adopt that attitude," but the threatening aspect 
of this communication was softened by others, who said, "You 
need to cooperate," and There's a need for understanding." At 
this point a patient who was delusional and actively hallucinating 
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said, “It’s a family,” Gordon sneered, “Like mother and father 
and children.” 

Now another patient gave a testimonial, “I have been helped 
by the group discussions.” Gordon received this in angry silence. 
Then a patient named Jamieson, who had been evacuated to the 
United States from Japan with Gordon, volunteered an explana- 
tion: "I'll tell you why Gordon is angry and feels the way he 
does. We came from an open ward in Japan, and then we were 
put in a locked ward in Hospital X and changed from class 
1B to 1A [placed in physical restraints and given sedation], and 
something happened in the quiet room in Hospital X." 

At this point Gordon snarled and took up the story with 
feeling, telling how he had been "beaten up" in the quiet room 
for refusing to lie down in his rack at night. "They took me 
there by force," he said, "and outside the door a corpsman said. 
‘Is the nurse there? and another corpsman said, No. Then a 
third one said, ‘Well, we can have our fun. " (Homosexual 
implications or fears in the use of the seclusion room are not 


uncommon.) 

Gordon said that his head was beaten against the deck, that 
he was punched and kneed and slugged, and that he screamed 
so loud it could be heard all over the hospital. In telling this. 
he became so tense and anxious that Jamieson, perhaps as an 
indication of identification and support, said, "I was in the quiet 
room too, and I wanted to help him, but I was so groggy from 
five injections of amytal that T couldn't even stand up. I slipped 
and there are buckle marks on my 


Out of restraints five times 
But no one asked 


arms and legs, and I can show them to you. 
to see them. 

Then Jamieson, in mounting excitement, described how it felt 
and his description was tense and terrifying. 
“How would you 
he 


to be in restraints; 


He concluded by turning to me and asking, 
I was silent. “No answer? 


feel about being in restraints?” 

queried, and I replied, “No.” There was si 
in the group, for I had failed to become a partisan though my 
empathy with the patient must 


in numerous nonverbal ways. I think it 
m and a mask would have been inappro- 


lence, almost surprise 


have been obviously revealed 
would have been im- 


possible to deceive the 
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priate. Perhaps my attentiveness itself was enough to indicate 
that I was “going along with him." But, by maintaining the 
doctor status and not becoming involved with him, I had also 
forced him to face his anger. Gordon turned to Jamieson and 
said, "How did you feel when the doctor didn't answerz" 

And now we were on to something which could be used. 
I repeated the question and pointed out, "Perhaps it is more 
important to know how you feel." 

But before he had a chance to answer, a patient who had been 
through previous community meetings said, "When the doctor 
didn't answer me before he found a lot more out, what I had 
in my mind." But Gordon only expressed his feelings of indig- 
nation at being on the locked ward. 

A patient who had never previously spoken, though he had 
been on the ward for a week, said, “I felt (sic) that way.“ Others 
agreed. 

The patient whom I was seeing daily in individual therapy 
said, "This isn't a locked ward, this is an admission ward." 

But the realist Gordon wouldn't let him get away with that. 
"What about those windows and that door?" he asked. Then, 
possibly as a provocation to us, he asserted, "It will take five men 
to put me in the quiet room." 

"We don't use the quiet room here," I told him. 

"I heard that the nurse sitting over there (points) had put 
à patient in the quiet room by herself," he replied. But this was 
obviously intended in a humorous sense. $ 

Another patient, picking up the humorous implications, said, 
“TII bet Miss Austin could do it by herself." 

I thought now that perhaps the discussion could be turned to 
some of the factors in the genesis of Jamieson's intense feelings 
about restraint. So I asked him whether he had ever been re— 
strained as a child. 

"No," he said, "nothing in childhood like that." And then, 
almost preferring to go back and talk about the alleged mis- 
treatment in the service, he talked more about his quiet room 
stay, and particularly about the fact that he was refused permis- 
sion to attend church, "though the Protestants did.” 

“Here you can unless the doctors think you can’t control 
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yourself," another patient said. 

Now the theme of self-control had been raised, and I inter- 
preted by saying how important it is to control oneself, for there 
are frustrations and intense feelings in being restrained by others, 
even if the restraint is not physical and even if one is not being 
hurt. But, having failed to hit pay dirt in the use of the word 
restraint, which Jamieson interpreted as physical restraint, I at- 
tempted again to pursue the return to his childhood: "I wonder 
if there was not something like that in your childhood." 

"Yes, when I was 14 I came home one day to find detectives 
and the fire department and the police," he said. There had been 
an explosion, and the house had burned down. Someone told 
him that his parents were in the hospital and that he was going 
to be taken there to see them; but, as it turned out, he was 
taken not to the hospital but to the morgue, where he was shown 
the charred unrecognizable bodies of his parents. 

The group were so moved by this experience that several of 
them broke into tears, and one said, "I have never had anything 
$0 terrible happen to me. It helps me to know about it." There 
was almost a rush of sympathetic and empathic communications 


to him. 

At this point Gordon turned his chair to face me, the snarl 
gone, and said, "Well, sir, the Marines” (not the doctors, not the 
Navy) "never did nothing for me. I was up for Pfc. and not given 
à small stripe, which means a lot in the Marines." Other Marines 


in the group took exception to this; one was a sergeant and one 


à corporal, but he maintained that this one stripe meant a lot. 
The discussion ended on a difference of opinion, but without 
it, and. while I felt that obviously to 
stripes meant a great deal, what 
"Don't feel bad." So, 


any strong feelings about 
the corporal and the sergeant the 
they were saying to him in effect was simply, 
after all, the Marines were doing something for him. 


ay was influenced by the presence 


The meeting the following d 
hospital." The patients 


of our first observers from outside the 


a medical officer from another psy chiatric ward 
ogist on training duty. Visitors could 
"af their value in bringing instructive 

(Continued on bottom of page 164) 


8. Both were in uniform; one was 
in the hospital, and the other was a psychok 
not. of course, be barred entirely, both because 
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were affected by the moving excitement of yesterday's discussion 
and I was aware of a conscious wish for this meeting to be an 
equally interesting one for our distinguished visitors. But in my 
desire for the patients to perform well for them, I committed two 
errors, which were not repeated again. The first error was my 
beginning the meeting by saying, "Is it all right for Dr. Brown 
and Dr. Bill to visit the meeting?" Several patients said, "Yes. 
but, as one of the corpsmen remarked later, "What the hell else 
could they say?” It was an unrealistic request on my part, un: 
realistic in that it did not take full cognizance of the authoritative 
role that I held in the patients’ eyes as officer as well as doctor. 


Also, in some measure, I was perhaps exploiting their momentary 
good will. I should rather have simply stated that such-and-such 
people were visiting the meeting today and told clearly who they 
were and why they had come. (It was only later, much int 
that we were able to understand the full impact of visitors, 
though the extreme importance of complete honesty in conr 


observations to the staff and because of t 
to them (which we felt was one of the missions of our job). tors. affected 1 
feelings and actions. There was no douht that whenever visitors were presen 
the groups behaved in a somewhat different f; 
in divining the attitudes 
Naval officers in uniform. 


= experiment 
he educational value of our exper 


ashion. They were extremely senyes 
and anxieties of the visitors. Th were less a md 
particularly if they were psychiatrists, than by any as 15 
type of visitor. When these visitors were of high rank and manifested ns Pone 
anxiety, the therapeutic process of patients helping cach other tended to are 
partly perhaps because of the patients’ desire to show themselves in a vec 
light and partly from a desire to show. or perhaps even deny, the mental hospi d 
aspects of the ward. For one visitor who was clearly motivated by scoptophilia ar 

the desire for a “thrill,” 


they behaved in a very angry antitherapeutic congas 
several civilian psychoanalysts, they behaved with amazing sophistication. Visito 

who came for several meetings had a decr 
increased. awareness 


ing impact on the group and a gary 
of what was happening in the group. (Because of the pum 
turnover in the patient sample. it was almost impossible for a person visiting ite 
ward only once to go away with a clear idea of what was happening.) On. g 
occasion when Fleet Admiral Chester W. Nimitz came (accompanied by the Com 
manding Officer of the hospital. Admiral J. Q. Owsley), the group behaved E 
unprecedented way. It was as if they were trying to “frighten the br s”; and a: 
did put on a show, talking about suicide and razor blades and hostility to the met 


í r pei > in 
cal corps. and about being crazy. and about wanting to kill or hurt other people i! 
the group. In a sense they caricatured the role ofthe psychiatric patient for a world- 
famous nonmedical visitor, who. however, was comfor 


ble, poised and friendly 
in the group. He seemed to clearly understand what was going on. In the next 


dav's group there was a manifest amazement and gratitude and appreciation that 


Admiral Nimitz had seen fit to visit them and talk with them. 
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munication about visitors became evident early. Failure to identify 
visitors, we found, led to fantasies about snoopers and outside 
authorities, and to a feeling among the patients that they were 
performing for other people, rather than primarily for them- 
selves.) 

The meeting began with a long period of silence, which was 
finally broken by complaints about leaky faucets and cock- 
roaches in the head. In the discussion that followed, a patient 
who had a very definite sibling problem said, “Cockroaches don't 
breed like humans. Every night we have new cockroaches.” 
I suggested, “Sometimes like younger brothers and sisters coming 
along. Human beings breed all right, but not so quickly; perhaps, 
though, this is the topic which is of much more importance than 
the cockroaches.” It had an impact. 

A number of other complaints were made, and then Jamieson 
asked, "Why can't we have knives and for One patient 
replied, “If they give you a knife, I'll leave." Since there was 
no probability of us giving them knives and no possibility of 
lief of tension 


their leaving, this was met with laughter and a re 
by the patients and silence by me. Finally, towards the end of 
the meeting, Jamieson commented that what he didn’t like 
He thought for a while and added, “Yet, 


was the corpsmen. 
in Japan would do the 


it was good that one of the corpsmen 
shopping for the patients." Another patient replied, “He made 
money on it." 

My second error was to call on a silent patient by name as 
a school teacher calls on a pupil to perform. I should have 
waited for we already knew that this device was largely sterile. 

Gordon had taken no part in the discussion at this meeting. 
For him, I felt, the hour was a necessary period of restitution 
he sat reading a magazine. 


after yesterday's meeting. At first 
ild not permit a patient to 


Since it was clear to me that we cot 
withdraw from the meeting by this behavior, any more than by 
walking away, I asked him why he was reading instead of joining 


the group. After a moment or so he laid the magazine down, 


saying, "It's hard to talk.” I let is go at that, for the magazine 
then became a therapeutic gesture about his difficulty and 


sensitiveness about talking, rather than a symbol of contempt for 
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the meeting, defiance and withdrawal from it. 


In the Thursday meeting the discussion revolved around the 
themes, “When does one talk and when does one not talk? (in 
community meetings). What is at stake in talking?” This theme 
had its genesis, I believe, in the magazine episode with Gordon 
on the previous day. For the first ten minutes, no patient said 
a word, and I said nothing either, for I had resolved that I would 
not break the silence this day. 

A retired chief, who had been on the ward for ten days, broke 
the silence by saying, “Some of the things that are said are silly.“ 

Then a very sick, hallucinating, schizophrenic patient began 
to speak almost inaudibly about how he had been called "dumb" 
when he was growing up and how a buddy had advised him 
not to talk to people about his problems. He added, "I don't 
know what to say, but what I am thinking is that a mutiny in 
the Marines was caused by my father." Ignoring the speaker's 
delusion about his father, another patient consolingly replied, 
"Some people are good at some things and poor at others. You 
shouldn't feel badly. You should talk to Bill, or Tom, or even 
(sic) to me, or even (sic) the corpsmen or nurses." (It is notable 
that he leaves out the doctor.) He then told about a fight he had 
once had with a sergeant. The conflict between the two had 
been building up for some time and they had not been talking 
to each other, he said; then suddenly one day, “The sergeant 
jumped over and clipped me in the teeth, and all of this wouldn't 
have happened if he had talked to the boss before, and there 
wouldn't have been a fight.” He was saying, in other words, 
that it is better to talk; if you talk, your feelings might not 
erupt into violence. Although he was addressing the schizo- 
phrenic patient, it was my feeling that he was really talking to 
Gordon, for he had told me that he wanted "to hit Gordon in 
the teeth" for being discourteous to me and that he was afraid 
he would lose control. 


9. The next day this chief, who only on the last day spoke in a meeting, was trans- 
ferred to another ward where, as soon as his gear was Squared aw 


he went to the 
Corpsman and said, "What time do you have your group meeting 


"That afternoon 
he attended the meeting conducted by the psychologist on his ward, and he MÀ 


the discussion at this mecting. In effect he had been, while not active on our ward, 


prepared for the therapy which was really to take place on another ward. 
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Now Gordon spoke, sensing that the previous remarks had 
really been directed toward him. He talked of wanting to forget 
the past—his alcoholic mother, his failing at everything he had 
ever attempted, both in the past and now in the service. “Doctors 
don’t tell me what to do, but just ask me what I’m going to do 
when I get out of the service." He added that he knew, though, 
that we were trying to help him. Then he stopped and looked 
around for someone to take this up, but no one responded. After 
a short silence, I commented upon his wish to forget the past and 
simultaneously touched upon the need to accept what has hap- 
pened and to understand it so that he could “forget” it. There 
are certain things on the “record,” I pointed out, that are very 
difficult to forget because other people won't let you. The fact 
that he had been in the brig, for example, was a part of his 
record; and he had told us, I reminded him, that a psychiatrist 
had made an entry in his record and that his company com- 
mander, he felt, had watched him suspiciously forever after that. 

At the end of the meeting a chief of many years’ service sum- 
marized the discussion, more pointedly than I could have done 
because we all sensed that he was speaking as an “old Navy hand.” 
He said, "You expect a guy to get in trouble on his first hitch, 
and this is just part of adjusting. A patient's being AWOL and 
being in the brig for it would be forgotten, and maybe on the 
second enlistment the record of it would be torn up. ” Thus 
ight the discussion to cer tain realities of life in the 
the elements of time, change, and of for- 
giveness; the wisdom of going on from where one finds one’s 
self, despite the record; the possibility that others will forget or 
overlook the past. So I ended the meeting at this point without 


comment except “Our time is up." But by my manner I was 
and what he had said, which 


1 the ward and, more important, 
well-being. 


the chief brot 
Navy, and elsewhere 


Obviously endorsing the chief 
tended to increase his status 01 
his self-respect, and therefore his 


an. two matters which had just 


been brought to my attention by the nurses were on my mind: 
a patient had put a cartoon up on the bulletin board, a place re- 
served for “official” communications from the staff to the patients; 


As the Friday meeting beg 
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and two patients had engaged in a scuffle on the ward just prior 
to the meeting, although I was not told which patients they were. 
If the opportunity presented itself, therefore, I would introduce 
the subject of social behavior at this meeting, emphasizing the 
limitations and restrictions that are imposed in the interest of 
ward decorum. 

The discussion opened with a request for more TV in the 
evening beyond the time limit posted on the bulletin board and 
complaints that the night lights kept patients awake. Someone 
suggested that they could sleep with their heads under their 
pillows, and there was laughter. During this discussion, Jamieson 
and Harrison, the patients who had been involved in the scuffle, 
gave themselves away by talking quite hostilely to each other, 
one of them threatening to pull the other out of the rack the 
next day if he didn’t get up. Then a hallucinating schizophrenic 
made a request for sedation, and was told to write his name on 
the list on the bulletin board for an interview about it later. 
A discussion of sedation now began. Jamieson said that he didn't 
want to be dependent on sleeping pills: he wanted to fight it out 
by himself. From this he went on to talk again about the quiel 
room. At this point, a corpsman dropped his keys. A patient 
picked them up and handed them to him, but nothing was said 
about it at the time. 

The next topic was a movie that the Red Cross had shown 
on the ward the night before, about a real professional baseball 
player who had had a "nervous breakdown" and had totally 
recovered after a period of hospitalization. The chief, tying this 
in with yesterday's discussion of the mastery of previous conflicts. 
said that the movie had not shown how the story really ended. 
“If you read last Sunday's paper, you'd find out that he ended 
up by being a great ball player, one of the greatest.“ Harrison 
sneered at this, "It ends just like all movies." But other patients 
jumped in at once, saying that this was real life and that this 
man had a will to get well. "How did you want it to end?" they 
asked indignantly, and "Did you see the papers?” 

A little later after a period of silence I raised the question 
about the scuffle on the ward, since no one else had. Did anyone 
want to talk about it? The silence continued until one patient 
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spontaneously interpreted it as a fear of “being chewed out.” The 
social worker then reverted to the subject of the movie, pointing 
out how the boy’s father had scolded him and had been unkind. 
It was at this point that I fulfilled their expectation of “scolding” 
by referring to the cartoon on the bulletin board and saying a few 
words about ward decorum. Though I had not mentioned any 
names in regard to the “scuffle” since the participants had not 
been identified in the group. at the conclusion of my remarks 
Harrison said, "I suppose you refer to me and Jamieson. It wasn't 
a scuffle, but a test of strength." My summary of the meeting 
dealt in general terms with limitations on behavior and the 
expectation on the ward that these limitations would be observed. 
"Throughout this meeting Gordon had sat quietly, but he was 
a part of the group. He made a significant comment to the 
nurse, "I came into the group with the wrong attitude." 


DOMINATION OF THE MEETING BY ONE PATIENT 


nt we had our first experience with 
termined to dominate 
this instance was a 


Early in the experime 
the type of hyperactive patient who is de 
the community meeting. The patient in 
Marine of Mexican extraction, named Davos, who had been 
admitted to the ward from a Marine infirmary following a fight 
in the brig in which he had been badly beaten up by five or SIN 
other prisoners, reputedly for talking too much. On admission 
streme psychomotor excitation, confused and 


he was under e 

paranoid, and the diagnosis ol manic-depressive reaction, manic 

type, was evident. 
Davos was the sort 


hospital would be promptly pl 
he was noisy, disturbing, and threatening. His pressure to talk 
Was so great that his 10-day stay on our ward was later to be 
referred to as "the talk-talk era.” But through the group pro- 

rlying factors behind this pres- 


cess, an interpretation of the unde 
observable improvement occurred 


s was only a social improvement, 
rily in the group without 


ol patient. who ordinarily in a mental 
aced in the seclusion room because 


sure was evolved, and an 
during the 10 days. Although thi 


it enabled him to function satis! 
s, restraints, Or secl 
Friday afternoon when he was 


acto 


sedation, ataractic dri usion. 


In his interview with me on the 
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admitted to our ward he became quite excited as he described 
the fight in the brig and told how the guard had stood outside 
and looked the other way. He even demonstrated on me how 
he had handled his main tormentor, holding my jacket lightly 
and pulling me towards him. It was an attempt to frighten or 
provoke me, and test me, and he said, “Maybe you thought I was 
going to club you." I asked, "Why should I think that?“ He 
replied, "I don't know." Then I said, “If you were going to, 
I might have thought so. It never occurred to me." 

So in our first interview it was clearly communicated to him 
that I thought he would not lose control, that I was not afraid 
of him, and he need not be afraid of me. He then relaxed and 
told me his life history, the most significant feature of which 
was the fact that at the age of 7, while his father was beating his 
mother, he shot his father with a BB gun. This "resulted" in à 
divorce and the mother remarried. There were five siblings. 
and the family moved considerably during his childhood. He 
thought of himself as weak and bullied, and was sensitive about 
his racial extraction. To overcome his feelings of inferiority he 
became a successful Golden Gloves boxer, learned jiu-jitsu, €n- 
tered the Marine Corps, and took considerable pride in his 
physical prowess. Basically a dependent person, he was chronically 
hungry for affection and acc eptance and group belonging, and 
suffered severe transient feelings of depression on rejection, with 
bursts. of impulsive behavior, aggression, and feelings of im- 
pending violent outburst. At present he was in disciplinary status: 
he had been sentenced by court martial to a $150 fine, a break 
in rank to private, 3 months in the brig, and a bad conduct dis 
charge for being AWOL, for 5 days. 

When I arrived on the ward on the following Monday morning 
I found on my desk a handwritten note about Davos from the 
night Corpsman crew: Tonight when I came on duty Davos was 
in the nurse's station and seemed a little upset. He was talking 
very loudly and some of the patients on the ward were getting 
disturbed. The patient was asked to get to bed but told the 
corpsmen it would take a lot more than us to put him in bed. 
The patient was then escorted to the bed and began to cry 


“The patient made the statement that he keeps hearing this 
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Zuy's voice, and that he can't remember every word that the 
guy had said to him. About 0230 there was a buzz at the front 
door. I went to see who was there, and found Davos leaning 
against the screen and sobbing. He had come back from another 
ward and was placed on this ward for the night. 

"About 0330, Davos came to the nurse's station and demanded 
à light. The patient was told why he couldn't have a light. The 
patient then became very hostile and said he was going out ol 
here in a little while. The patient was in good voice, he had woke 
up half of the ward. Ferguson was up and urinated on the deck. 
Patient is very demanding that his needs are carried out and 
gets very hostile about it. 

‘The rest of the evening was quiet until reveille. 

"Tonight was a little livelier than the usual run for the past 
weeks. I would like to know how the ward meeting goes today. 
Signed—Night Crew." 

With this information it was clear that we were in for an 


exciting 10 days on the ward. 


At the Monday community meeting, Davos immediately took 
the center of the stage. It was his first meeting as the Saturday 
sessions had not yet begun. He talked under great pressure, 
reliving his court martial, complaining about the injustice of his 
of the court against him, and his 
playing the role of star performer 
to the hilt, he mimicked the captain who had ordered the sen- 
tence and had then told the guards to “shoot to kill if he makes 
This performance was followed by 
"Gung-ho," he 


punishment, the "prejudice" 
counsel's “cowardly conduct. 


any attempt to break away.” 
à protest of loyalty to the Marine Corps: he was 
anvone who criticized the Marines. 


Shouted, and he would fight 
hates the Marines if he smiles, 


"It is OK for a Marine to say he 


or if something has happened to him as in my case." 
No one rose to challenge 


his was largely a one-man show. 
y. though there was some 


him: the other patients listened. quietl 
tension evident in their movements anc 
of them asked him a few questions of fact, 
their own AWOL. experiences. in which the period of absence 
Without leave had been longer and the 


1 muscular gestures. Some 
and several cited 


sentence lighter. than 
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in his case. My only comment to the group at the end of Be 
meeting was that Davos felt the need to explain his behavior 
in this situation to us. 


In the staff discussion after this community meeting it was 
recognized that a more active response of some sort to ie 
patient would inevitably occur. And it did in Tuesday's Conr 
munity meeting. At this meeting Edwards. o a e 
patient, immediately threw down the glove with an angry ben 
against “those patients who talk too much and too loudly € 
the lights are out and keep us awake, and those patients whio 
sing all day with TV, and walk up and down, and make all sorts 
of noise all the time.” He declared, “I am shook.” 

Davos called out loudly, “He means me,” and Edwards a ea: 
"Shut up!" The meeting thus began with an angry attack and 
à demand that Davos be quiet. But the encounter quickly be- 
came slightly more courteous when Edwards amended his state- 
ment in a changed tone of voice to, "Knock it off." Davos replied, 
“Well, you didn't Say it right, but I was wrong. I'll be quiet. 
Vll sit down all day and twiddle my thumbs, and people will 


„ OUR SS d 
say that Davos is sick.” There was a long pause after this, an 
then another patient, 


who was likewise of a minority racial 
extraction, spoke up, "People (sic) talk a lot because it's 2 
superiority complex taking the place of an inferiority complex. 
I remained silent, and Edwards said, "The words are too big. 
Complexes! All it is is something about their personality. What's 
thatz" 


And now an older chief, 
"I read all the time, even tl 
set, and it doesn't matter; 
tion that some people 

10. He had been admitted to the sick list in Japan with evidence Of withe Y s 
paranoid ideas, feelings of rage, aggression, and fear of sudden violent aeuo, ic 2 

: á Ju ious ense, chewing or 
of reference, and confusion. When I saw him he was obviously wns chewing k 15 
H Paces - ing a chill-like reactio: 
his fingers and his clinched fists, and on one occasion having a chill-like 915 i 

E * 3 as Paves To S > time I saw him. 
as he blanched in rage. He had minimum ideas of reference at the time I saw 1 
but was mainly preoccupied with fear that 
the desire to act im 
the psychiatric hosp 
looking at him. He 


who had so far been quiet, said, 
)0ugh. my rack is next to the TN 
I can concentrate." The communica- 
can be comfortable despite distractions 


"the thing would come back," mcaning 
pulsively, aggressively and violently. Just prior to coming po 
pital, he had had a dream that he was caged and people were 
had been admitted to our ward the day before Davos. 
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infuriated Edwards. I turned to him and asked if he could not 
talk about his own feelings. He replied, “No, I can't. I don't think 
anybody should air their dirty linen in a group. Nobody should 
talk about their personal feelings. I don't. I won't. I think it’s 
wrong.” This called for an interpretation on my part, and I re- 
plied, "Nobody is going to insist you do. You are using the 
and that is good, but you can't air 
your feelings; others might feel differently." "Yeah," he said, 
pointing to Davos, "some people do." Then he became silent 
and obviously tense. His fists were clenched, and he was pale 
and shaking. A growing conflict between two psychotic patients 
had been brought into the open forum, forestalling the physical 
expression of violence. The other patients began to talk about 
playing volleyball together and asked me about the possibility of 
having a volleyball team from our ward play another ward to 
help pass the time. It was cha 
constructive elements of getting along together in the support of 
the total team spirit. (After the meeting I arranged a volleyball 
match with another ward and put an announcement of it on the 
bulletin board.) 

In summarizing the hour's discussion, I spoke principally of 
the intensity of the feelings that had been expressed and touched 
significant remarks made. 

After the meeting Edwards, on his request, saw me in a private 
interview. He sat with his fists clenched so tight they were white 
He would not look at me. 
d never could be a 


group to let out some steam, 


” 


nging the subject to the more 


briefly upon some of the 


except the points of the knuckles. 


He said that he had never had a friend an 
had spells of hatred, so much hatred 


take a gun and shoot 
I now 


part of a group. He said he 
that he couldn't tolerate it, and wanted to 


up the group or break some object or tear a book apart. 
repeated what I had said in the meeting, that it was all right to 


talk about his feelings, but added at this time, to me. At this 
point he cursed the Navy. In the Navy, he said, you always have 
to hold back your feelings and can never say how you feel. Then 


his fists relaxed, he looked at me, and the unbearable tension 


evaporated. I pointed out that maybe the meetir 
important to him than he realized, particularly in the chance 
they gave him to talk. What he did not realize was that he was 


igs were more 
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telling a Naval officer exactly how he felt; and, xis se 
was not interpreted, the fact that it had occurred 8 8 
the violent feelings and the feelings of hatred to subside. 1e : 
I saw him in the afternoon on the ward he came up to me anc 
said, "I'll get along OK now." 


At the next meeting of the group the discussion was eee 
largely with the question of insanity, though the word was es 
used. The experience of the past few days had brought forci ai 
to the patients’ minds the fact that they were in a mental hospitali 
and though this fact was insistently denied, a feeling ol stigma- 
tization was obviously paramount in their thoughts. T he discus- 
sion began with Edwards asking, “What will be the effect on 
the outside when you want to set a job, and they ask you if you 
have had any nervous or mental troubles 


and if you have been 
in a mental institution?” The 


group at this point insisted, “NO; 
this isn’t a mental institution." Davos expanded the point, “I his 
is a medical ward: there are medical patients here; the captain 
is a medical patient. I would like 


to take him outside where he 
can get some air. 


He has heart trouble 
not a psychiatric patient.’ 
that was to be repeated 
insanity at times when 
other phenomenon that 
sions mount because 
to talk about gettin 


and needs oxygen; he is 
"We were now seeing a. phenomenon 
over and over again— the denial ol 
it was staring them in the face. The 
we were observing was that when ten- 
of psychotic patients, the groups soon begin 
8 out or getting onto other wards. But. 
though the others talked in 


generalities, this time Davos was 
able to identify himself 


as psychotic; "Of course, myself, I'm 
probably nuts," he said, "but Tl deny that I've been a mental 
patient and I'll confess on Sunday." 

Then in quick succession thre 


e patients, all of them psychotics, 
spoke of the stigm 


a that follows an NP patient on his return 
to duty. One told how an officer who 
Service had been eyed by everybody for a long time. Another 
told of a Ship's captain who wanted to know about everybody 
who had ever been on an NP service, and an executive officer 
who knew who they were and watched them. This meant more, 
they felt, aboard small ships like destroyers than on larger ships 


5 Tp 
had come from an NI 
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with great numbers of men, such as battleships and carriers. 
(Frequently the patients struggled with their anxiety over the 
effect of psychiatric hospitalization upon their future as if, like 
Melville's Captain Ahab, they bore a grim and ugly scar.) 

Now the theme moved to here and now—to the fact that, last 
night, the Red Cross entertainers had remained "only 15 min- 
utes" on this ward with their singing and accordion playing. The 
patients had noticed that the singers hands trembled on the 
microphone, and someone said that she was upset because Davos 


had tapped his feet and hummed. 

Davos, who had been relatively silent throughout the hour 
and almost totally silent for the past half-hour, suddenly stood 
He was having a definite flight of ideas, and the 


up and talked. 
alling: you should have been 


old chief said, "You missed your c 
But what was most evident to the group 


an insurance salesman." 
were at least 


was that Davos and Edwards, if not friendly, 


tolerant of each other now, and Edwards was less tense and upset 


throughout the meeting. 
At the end of the meeting my interpretation dealt with the 
pressure that Davos had to talk, to dominate the group, to ex- 


clude others, so that he could let us know all about himself and 


we would understand him, and how he could not tolerate silence 


—which, somehow or another, meant disapproval—and felt he had 
to fill silence by his own words. 

My concluding remarks dealt with reality: 
an NP ward; that they were emotionally ill, 
be so: that one's feelings are important, and if they are in order 
one cannot be really hurt. At this point Edwards corrected me, 
"Everybody can take only so much." 

In the staff meeting the fact that Davos had stood up at the 
moment of silence and suddenly erupted in a flight of ideas 
after a discussion of the entertainers who didn't stay long enough 
stage, standing up as the singer 
at he had taken a. prominent 
end group, which was subse- 


that they were on 
or were thought to 


was thought of as his taking the 
had stood up. It was noted also th 
chair, pulled out slightly from the 
quently known as the speaker-of-the-house' s chair because the pa- 


tient who took this chair almost always dominated the group. It 


was also interesting that there was an almost theatrical organization 
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of the patients’ chairs. The staff sat across the ward from me, 

i s J er ients o 

with Davos slightly in front of them. The other patients sat t 

the right of me in a series of rows of chairs, like an audience. 
o 


On Thursday the group returned to a topic which they EO 
touched upon on Tuesday—the topic of prejudice. The meena 
began with a period of approximately 10 minutes of silence. 
Then I said, “There is a lot of silence.” i 

Immediately a chief spoke up, “Well, Pi begin with we 
question of ward cleanliness. There is no need for 8 
to be dashed out on the deck, the bulkhead, and chairs. us 
scolded the group. Then a Marine said, “It would be Ok : 
everybody had an ashtray, but we will be more careful. 
wondered if the chief had been speaking about this Marine, 
and if his guilty conscience made him reply, but we were never to 
know this. Again there was silence. 


Then Davos suddenly began 
to talk as he had towards the e 


nd of the last hour at a moment of 
Silence; but he was interrupted by the chief, who said, "You 
talk a lot, like my mother." This was followed by another long 
silence. (In the staff meeting | 
that the chief had told D 
ber, give somebody else 
replied that he would 
silence, followed by r 
Then the chie 


ater I was to learn from the nurse 
avos before the group meeting, "Remem- 
a chance to talk today," and Davos had 
be quiet.) There was another period of 
andom talk about smoking, drinking, girls. 
f told the group that he was happy here for the 
first time in two years and would like to finish his tour of duty 
here. Suddenly Davos began his already familiar dissertation on 
the Marines being above criticism. At this point Edwards, who 
had been quite friendly to Davos on the ward during the day, 
interrupted him, “It’s a democracy, isn’t it? Anybody can criti- 
cize. Why should the Marines be above it?” 


The reference to democracy led Davos to speak for the first 


time of his own feelings of inferiority. He talked about being 
of Mexican extraction and told how, 
badly. Now he was cle 
Were moved by this, 


as a child, he was treated 
arly speaking of his feclings and the group 


Suddenly another patient said, 


"Iis as 1f you were a social 
outcast.” These words & 


aused Davos to cringe, but still he sat 
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by himself, a self-imposed outcast from the group. He was wear- 
ing no shirt, as if to show the color of his skin. He spoke with 
some excitement of prejudice in Japan and then, with an attempt 
at humor, he said, "We can't even have handkerchiefs on the 
ward because they are weapons." But there was no laughter in 
response to this. I countered, "You are getting off the track." He 
looked startled and I continued, "It is clear that you were getting 
to the point of a very painful experience in Japan, when sudden- 
ly you began to talk about other things. There seems to be pres- 
sure of talk as if it were a smoke screen to hide your real feelings." 

The social worker asked, "Did you feel this way as a child?" 
I was sorry that the question was so specifically structured 
as I was curious if he would tell us about the experience in Japan 


or his "real feelings." 
"Yes," he replied. 
And now, Davos having revealed himself, Edwards made an 
"He seems to iden- 


interpretation which was quite appropriate: 
Marine 


tify himself with the Marine Corps, and criticism of the 
Corps is criticism of himself.” 

This was followed by an extremely ambivalent comment. by 
Davos, who spoke of pride at belonging, at the same time denying 
it. He linked this up with a denial of interest in girls. "I am 
really not interested in girls. There was a Mexican girl who 
didn't talk to me but does talk to a non-Mexican." 


"Not really interested in girls?” I asked. 


“Well, yes,” he replied. 

And now a schizophrenic pa 
by the family and that his own 
unable to take a Mexican girl out even if he wanted to; that it 
influences and directs behavior. Immediately 
atients; "It's what you think 
“It’s you who 


tient said that prejudice is caused 
social feelings might make him 


is the family that 
this idea was objected to by several p 
that’s important, not your family," they argued. 
marries the girl.” 

Then in a strikingly therape 
said to Davos, “You say you didn’ 
into the Marine Corps, and now 
you think there could be some relati 
silence, and finally Davos replied, "est 


utic observation, the chief quietly 
t talk much before you came 
you talk all the time. Don't 
onship therez" There was 
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At the next community meeting (Monday) Davos moved to sit 
for the first time in the midst of the patient group. 

The discussion began with Davos saying, "May I ask a ques- 
tion?” This social gesture showed a considerable change from 
his behavior during his first hour, when he had apparently 
assumed that the meeting was to be used for his exclusive pur- 
poses. I nodded in acquiescence, and he recited a series 2 m. 
quests, all of an administrative rather than a psychotherapeutic 
nature. 

This led to further administrative questions; for example, 
Edwards asked, “How long will I be on this ward, and will I go 
to an open ward?" 

Instead of replying to this and getting enmeshed in the oc 
erable personal requests and demands which would ensue, 
observed to the group that they were dealing with present buf 
rather superficial problems. Immediately a colored schizophrenic 
patient, who was in his spare moments talking to God, replied, 
“I went to the doctor for my ulcers 
atric ward.” There was laughter, 
nothing wrong with me, 


» and ended up on the psychi- 
but when he added, “There is 


but I am locked up,” others said that 
it was the same with them. 


The chief, turnir 
you want to live 
asked, “Have yo 
debt?” 


19 to this schizophrenic patient, said, "Perhaps 
in an ivory tower, away from people.” Then he 
u perhaps overextended yourself, and are in 


It is interesting—and characteristic—that the denial of mental 
illness by a patient whose psychosis was apparent to the enurs 
Sroup was met first by laughter and then by a very skillfully 
worded query dealing with the 


possible reasons for the patient's 
withdrawing, rather 


than with the psychotic manifestations of 
his behavior and words. 


Towards the end of the meeting, after there was a difference of 
opinion as to whether the psychological questionnaire was an 
attempt to trick them or to help them, Davos reiterated the thesis 
that anything is possible and that he might be able to accomplish 
the impossible. 


The chief then announced to the group that he 
was going 


to another ward tomorrow. He also established his 
Special status by telling the group that he had an insurance policy 
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which paid hi ‘i is peri f disabili i i 
es paid him during his period of disability, that he himself 
iad no need to worry about a job, that he had 18 years of service, 
and that he would help Davos get a job with his company. 


On Tuesday, the last day on which Davos was a patient on the 
ward, he took a seat next to me for the first time. On the surface 
the theme of this day's discussion seemed to be, “Who will help 
mer But there was a deeper theme of resistance, of the dan 
talking, of being “helped” versus being “influenced.” It began 
with Davos asking a barrage of practical (i.e., administrative) 
questions, again introduced by, “May I ask a question?” These 
were met with silence; and, for the first time, the silence did 
not bring forth a kaleidoscopic flight of ideas from Davos. 
hen spoke, adding that they were reluc- 
paranoid schizophrenic said, 


ger of 


Several of the patients t 
taiit to do so. Then a hallucinating 
‘We don’t need help. Outside we'll have to stand on our own two 
feet. What has a group discussion got to do with it?" He added, 
God helps those who help themselves. Isn't that so, Doctor?" 
At this point Davos laughed, and the chief scolded, "It is unfair 
i) when a patient is talking." Davos explained that 
s aughing a/ him. 

The discussion was continued with the idea that there was 
nothing that. anybody could do about their problems anyway. 
You have to do it yourself. ... you have to stand on your own 
two feet. . . . life is a gamble." But despite their denial of the 
need for help, the patients probably secretly wanted me (father 


or older sibling) to help them, and felt to some degree that my 
for some veiled hostile references were 
an alcoholic patient said, "The 
iking I would kill myself, 


silence was a lack of help. 
made to doctors; for example, 
doctor told me if I didn't stop drit 


and I went on drinking anyway.” 
with its undertones of resistance, 


talking, I had expressed to 
that they had not talked about what was 
Within a few hours I was to have some 
of why this was 50. 

Allen saw me in an 
about a nightmare 


In summarizing this meeting, 
transference problems, and fear of 
the group my feeling 
really worrying them. 
understanding, or at least a surmise, 
ng a patient named 


Following the meetil 
quest and told me 


Interview on his own rec 
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that he had had the previous Friday night. “Someone was n 
and getting hurt," he said, "I tried to wake up and conlant " 
finally awoke afraid and I couldn't go back to sleep for iie a 
hour. I never mentioned this to anyone before." Later that 
afternoon I learned from the nurse that a patient in the bed a 
to Allen's had become “hysterical” on Friday night, and at 2300 
the Officer of the Day had placed him in the quiet room for 
about an hour. This was against the ward policy, and the stafi 
had not told me about it, perhaps out of a sense of shame or fear 
that I would be angry. ; EE 
Apparently Allen had suppressed the memory of the Offic er 0 
the Day coming to see the disturbed patient and removing him 
to the seclusion room. But his unconscious fantasy was that some- 
one was being hurt and was crying for help; he had been afraid 
and had been unable to sleep until the other patient had been 
returned to the room and his bed. 
In reviewing my notes on the meeting in the light of this 
direct experience on the ward, it was my feeling that the patients 
[which was contrary to what 
appen—and that, although neither 
„it had obviously influenced the group. 
ast meeting which Davos attended on the ward. 
these parting words, “You won't have a good 


Meeting now because nobody will talk.” 
— 


II. In this connection the nurse told me of 
hospital, in which 
body?” 


were aware of what had happened 
we had told them would h 


I nor they talked about it 
This was the! 
He left us with 


i ; 2 er 
an episode on a closed ward of ppt 

1 i “Ww — the 
a psychotic patient asked the nurse, “What happened to 
if i in H * be! acet 
Upon questioning it turned out that a patient on the ward had been pla 


+ P N Y card. The 
in the quiet room and transferred directly from there to another ward. I 
Psychotic's delusion was that the st 


E ; i i quiet 
afl had killed this other patient in the qt 
room, and he wondered what had 1 


"appened to the remains. 


CHAPTER VIII 


FURTHER EXAMPLES OF 
COMMUNITY MEETINGS 


HOW THE COMMUNITY DEALT WITH 
PSYCHOTIC DELUSIONS 


Tue following meeting was one of our early encounters in the 
therapeutic community with a psychotic patient who suffered 
with profound delusions. Here, as frequently later, we observed 
the realistic approach of the group toward them. The meeting 
was dominated by King, a paranoid schizophrenic. (He occupied 
a chair on the south end of the ward, slightly forward from the 
rest of the group and at the edge, a chair which, from this time, 
was to be known as the preacher's chair. Quite commonly, we 
Observed, it was taken by patients who had intense religious 
preoccupations as a part of their psychosis and who wanted to 
to the community.) The discussion was a very 
subtle one, dealing with the rather explosive theme of religious 
differences, in which the group used the religiously preoccupied 
psychotic, King, as a scapegoat for their fears about insanity. 

As soon as we were seated, King began the discussion by asking. 
“Do you mind if I talk?" And without waiting for an answer. 


he continued, "I have made a decision that no longer am I going 
rvice in the Navy.” He then launched 
ı on justice and God 


talk or “preach” 


to deal with the Secret Se 
into such an irrational, bizarre dissertatio! 
and evangelical preaching that when he paused for a moment, 
another patient asked him, “Do you think it’s possible that you 
began with an idea that is not correct: that it is your imagina- 
tion?" King replied positively. “No.” But other patients sup- 
ported the idea that possibly tl are not as they seem, and 
finally King did admit that he 
ed holes in his car 
a robbery. As was 


ings 
got emotionally disturbed when 
so that it could be 


the Secret Police drill à l 
often the case in the 


used for a get-away for 
[181] 
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meetings, the patients ignored the psychotic aspects 85 er 8855 
munication, the delusion about the Secret Police. epe 5 
vigorously attacked the idea that police would ne n T pus 
King listened carefully and then immediately said ig be Dea 
to see the chaplain or go to church but he couldn’t do thar o : 1s 
ward. The patients told him that he could. 5 uen i 
moved his chair more directly in front of the 1 ci 
and began to preach. Someone said loudly, “He doesn't ies T 
sense." There was no laughter; it was a simple observation rathe 
than a jibe. 5 
Then King went on to tell how the Secret Police were : 
him, and the Communists were too; and again, rather p 
dealing with the delusional aspect of his communication, vus 
patients dealt with its illogicality, “Why are you the only onga 
Could it be that you are mistaken?” I concluded the discussion 
with an interpretation about religion 


i ici i i ented, “Tune 
ton and suspicion. As I was leaving, a patient commented, “Tu 
in tomorrow and hear Rev. 


Billy Graham,” but by this time 
the group had broken up and I said nothing. f 
As an aftermath of this meeting a catatonic schizophrenic 
patient who until two days ago had been mute came to my office 


later in the day and the conversation with him went as follows: 
Patient: “I feel better." 
Doctor: 


and about ideas of persecu- 


"How did you feel in the meetin 
Patient: “Alone... | should have talked. 
Doctor: “But you did talk. You said, ‘How can I join the 

ministry?’ You asked King this question.” 

Patient: "Yes, can I?" 
Doctor: "King 


g2” 
g7 


answered that in the meeting.” 
Patient: “I want to ser ve God." 

Doctor: “But we all serve God.” 

Patient (quietly thinking): 
ministry when I get out. Can I? 

(Intern enters office) 


"True. . .. I want to join the 


Doctor: "You can work that out when you are well.” 
Patient: I don't know the other patients." 
Doctor: 


“Do they call you by name?” 
Patient: “Yes.” 
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Doctor: "Do they know who you are?” 

Patient: (Pause) “Yes. What can I do?” (Now we have turned 
from “What can I do tomorrow?” in the light of his own delu- 
sional system to “What can I do in the interpersonal relationships 
on the ward?") 

Doctor: "You can make friends on the ward." 

: Patient: (turning to the intern who had come in during the 
interview) "How?" 

Intern: "Ask them their names." 

The patient quickly got up and walked out onto the ward saying, 
"Yes sir." He was seen by the nurse going from patient to patient 
on the ward, asking their names. I felt that this spontaneous 
and friendly advice from the intern was appropriate and intui- 
tive. It was short, simple, and effective. 


PROBLEMS FACED WITH A VOCAL 
HOSTILE SUBGROUP 


The next four community meetings will be reported in some 
detail because the group now in the ward (consisting of 26 
patients) was monopolized by three hostile, vocal patients—Adams, 
Blake, and Cooper— who attempted to disrupt and fragment the 
group. This closely knit trio brought the staff face to face for 
the very serious problems of self- 


the first time with some of 
re to be encountered 


control and of group participation that we 
repeatedly in the following months. As a matter of fact, this was 
our most difficult time with this particular sort of dissocial 
patient during the history of the ward. Whether this was because 
of the particular malignancy of Cooper, who was a hostile, 
the others it is impossible to say. 


aggr 
the previous evening and 


$ ssive “psychopath,” or 
These patients had been admitted 
I had not seen them individually be 

In the first of the meetings reported here, 
sat close together, and Cooper began the group discussion. with 
“We're hill-billies and want hill-billy music—I know 
s is our taste." His words had refer- 
r sort on the ward the day before 
of the patients, the corps- 
for another radio 


fore the following meeting. 
these three patients 


the words: 
the majority won't, but thi 
ence to an incident of a mino 
when, at the request of the majority 


man had turned off some hill-billy music 
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program. This had provoked great anger in Cooper. He now 
seemed to be itching for a fight, and his mannerisms were ex- 
tremely provocative. The nonverbal communications were evi- 
denced by the color of his face, the quick flashing of his expres- 
sion, the clenching of his fists, and the attempt to stare me 
down. I had the feeling that he thought of me as a policeman. 
Slowly this hostile clique set about proving that they were the 
subject of prejudiced treatment. 

I did not reply to this obvious provocation. Then, after a 
pause, Blake said that he hated the corpsmen. This was some 
continuation of the previous theme, for the corpsmen were 
responsible for the control of the TV and radio. But obviously 
it went deeper than this. Now for the first time the patients had 
expressed an open hostility towards the staff. Following Blake's 
comment, Adams announced truculently, “MWe three are Marines." 
This, I felt, was an assertion of a certain solidarity of the sub- 
sroup, not only in terms of their social isolation and difference, 
but also in terms of their military difference. Now Blake made 
the first actual sally into the fragmentation of the group with 
a reference to the privileged majority, “Yah, that’s why they got 
the other music. The Majority are Swabbies [we're Marines . 
we hate sailors].” Still only these three patients were talking: 
the others were listening. None rose to the bait. But the silence, 
perhaps, and the tolerance of their hostility led these three to 
go from the announcement of their difference, their hatred of the 
staff, their resentment at the privilege of the others, to a hatred 
not only of the staff group, but of the other patients. Blake, who 
Was psychotic and had ideas of reference, was expressing some 
paranoid ideas, but the others failed to be incited. Then another 
patient, a sailor, said, “The Majority are in favor of the other 
music. We can hear both. The majority of patients like the 
corpsmen.” But still the three patients went on unrestrained: 
they spoke of “minorities of Marines” in an attempt to create 
a chaotic situation where they would then rule by dividing the 
ward, just as they sat Separate from the group by themselves. 

Now Adams picked up a magazine and started to read it as 
a gesture of contempt for the group a 


nd for me. At this point 
Blake obviously had reached a state « 


of intolerable anxiety; he 
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suddenly stood up, walked away from the gr 5 
himself by a bank at the binos of the D UT pes 
the moment he stood as: wath E l 8 p: 
V⅛v! EpL ET 
something more ae had : ed ud pe eed 
g amatic had occurred which I felt demanded 
understanding or verbalization. A patient had rejected the group 
because, indeed, he felt that they had rejected him. I arte 
towards him and said, “Why did you leave the group?” He 
replied, "I'm afraid lll hurt someone." This was met with soft 
laughter from a number of patients, a response which said, in 
effect, that he would not hurt anyone. Here a patient expressing 
a fear of loss of control is met not with contempt, but with soft 
laughter, which served to relieve the tension of the group, and 
also served to turn the group towards his own problem, for he 
immediately said, "I can't stand to be laughed at," trembling 
Visibly as he spoke. Something was happening now. One of the 
one had turned to a magazine; and 
group an important 


triumvirate had deserted; 
the . 800 : 

he one who had deserted had given to the 
idea of reference. The spokesman of the 


symptom, namely, an 
On two occa- 


triumvirate now dominated the rest of the hour. 
sions when I spoke he interrupted me. The group process in 
relationship to the minority and. prejudice problem was verbal- 
ized by a Negro patient, who spoke about the way minorities 
are and the problems of conformity. 

asked Blake, who was visibly tense, afraid, 


Then a patient 
been on the ward?" This, 


and angry, "How long have you 
ation of the patient who had been 


and was not intended as a provo- 
cation, but rather as a plea to wait and see. But Blake in his 
anger said, "All I want is to get out." He avoided replying as 
to the length of time he had been on the ward, and the patient 
Who had queried him continued in a sophisticated therapeutic 
comment: "You and the rest of us, brother." One of the hostile 
patients has been made a "brother." At this point Cooper was 
Waving his pencil at me in a symbolic gesture, Or at whoever 
talked. His hostility toward me or toward any leader with whom 
he must vie became intense, and it seemed to him at this moment 
that the group was a public forum—a Hyde Park for expound- 


I felt, was a status communic 
on the ward longer than Blake. 
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ing a personal idea of his, but not for discussion S Ey ree 
feelings of others. As the hour was drawing to an end ; pc d 
out the isolation of the three patients who sat together and 5 
antagonistic way in which Cooper's complaints had pean We 
sented. In summarizing the hour's discussion, I 5 
his complaints by simply repeating them, mentioned dore 
of the ward, and explained that we were here to discuss xy 
feelings of the group. At the end, he shrugged his 55 
said, "Well, have it the way the majority want.” Blake said, b 
I want is to be left alone; I don't care." Adams sat silently reading. 
Staff discussion following this community meeting was con- 
cerned primarily with the sado-masochistic aspects. of the Pa 
group, particularly Cooper. It was observed, in review, that s 
group had tolerated belligerent talk and implied threats: m 
an opening wedge had been made in the subgroup: and ux 
Cooper's final contemptuous comment about the majority was, 


in a sense, an acknowledgement of the 


limits set by the rules 
of the ward. 


But the main reaction of the staff w 
felt comfortable in this meeting 
what would follow upon such an 


'as surprise that they had 
and an intense curiosity as to 
explosive, angry hour. 

I interviewed each of the new 
aluation. When I asked to see Blake. 
and stood by to hear what I was s ying to 
alked into my office. Shortly thereafter I got à 


(After the community meeting 
patients for their initial ev 
Cooper walked up 
him before we w 
message from 


ó :ee é 
the corpsman that Cooper wanted to see m 
Though there 


E h Mere patients 
was a list on the bulletin board where patient 
. 15 
ir names to see the doctor, he refused to do th 


2 s x 8 iis 
the Corpsman, indeed directed him, to give tl 
personal message to me. When I re 


his name myself on the 
angry 


could write the 
and wanted 


turned to the ward I wrote 
list to see him in turn. He was won, 
and the next day showed his anger by refusing to shave.) 
Tuesday's meetin 


8 was essentially depressed. It seemed to me 
that a 


reparative process was taking place, a 
phenomenon, but also with some e 


to observe repeatedly that after 
ing, 


group-healing 
lements of regression. We were 
an extremely excited, tense meet- 
particularly with a hostile spokesman, the groups could 
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not tolerate carrying on. But today the subgroup had already 
been divided, and this occurred in an interesting fashion. By 
coincidence, and contrary to ward policy, Blake was at Psychology 
having tests at the time of the community meeting; but before 
he left he had come to my office to confide to me that he did not 
like Adams. The fact that he should have come and confided 
this alone to me was, I thought, highly revealing of his needs 
and defenses. Properly handled, if he could count on me, I could 
count on him. Now Cooper and Adams were also separated in 
the group, physically and in many other ways. 

The meeting was a strangely silent one. For ten minutes 
nobody said a word. Perhaps the patients were intimidated by 
the rift and by the sullen, solitary presence of Cooper, who sat 
at à table just beyond the group, with his back to us, drawing 
pictures. For two reasons, I made no effort to draw him into 
the group. First, I felt that such an effort would be likely to 
fail, and I would put him in a position of delying authority and 
succeeding. Second, it occurred to me that he had not removed 
himself so far that in reality he was not present in the group, 
and this turned out to be the case. 

The meeting began with a question from an alcoholic patient 
as to why he drank. But this question was not motivated by 
any genuine feeling or accompanied by any nonverbal communi- 
cation which would have told the group that he really wanted 
to know or that he was troubled by the drinking. Rather, he 
and to help get the ball rolling by 
ntional role as psychiatrist for an 
His question was met 
others and asked them 


Was attempting to help me 
turning to me in my conve 
explanation of a psychological difficulty. 
by silence from me, and he turned to the 
what they thought, but no one replied. 
Meanwhile Cooper looked over his shoulder once in a while, 
indicating his anxiety at being apart and his need to keep an eye 
on the group. Adams sat by himself at the back of the group. 
but now participated after I pointed out that perhaps the silence 
might be related to yesterday's meeting and that Cooper's sitting 
might mean something. At this point 
" The response to this was laughter, in 
"We got to hear hill-billy 


apart from the group 
Cooper retorted, "Rebels! 
Which he himself joined, adding. 
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music yesterday, when the majority of patients were: ju the 
courtyard, but it was turned back when they returned. 

After a prolonged period of silence I played a short phono- 
graph record, “The Unwitting Influence of One upon Aare 
in which the “antisocial” behavior of a little child is fostered 
by the father’s unconscious wish for such behavior and expecta- 
tion of it. I had already known from the staff meetings that the 
very sickest catatonic schizophrenic had seemed to “come awake 
during yesterday's meeting, and so I turned to him and asked him 
what he thought about the record. The technique of calling on a 
patient I rarely employed, but in this instance I felt that perhaps 
he would talk; and since he had been mute for the entire time on 
the ward, it would be meaningful to him and to the group. 
Rather than asking him to perform, it was to master a symptom. 
He responded, saying, “There is something in my throat—I want 
to get it out. I have a feeling it is from the record.” 


On the third day Cooper remained 
position, and Adams sat beside him. 
divided, for Blake now had rejected the 
majority. (We found in the antisoci 
later to find with Negro patients 
isolated themselves, that when one deserted, the subgroup had 
lost its power.) They no longer stood together; they were no 
longer "the Marines." One had become a patient, and. perhaps 
the others wondered about themselves. 


in his relatively isolated 
But the triumvirate had 
subgroup in favor of the 
al subgroup, just as we were 
or other racial groups who 


"Thursday's meeting was different 


from the preceding ones. 
The patients now sat in a ve 


ry wide circle, no longer close to me. 
Cooper and Adams sat alone on a bench at the edge of the group. 
Two things had happened the night before which I did not 
know about until after the meeting. One 
patients referred to as the triumvirate 
one another, 


was that the three 
had taken beds adjoining 
and had kept the other patients awake intermit- 
tently all night by talking loudly. The other thing was that the 
nurse during the day had said to Cooper, “Get otit of your rack 
or you won't be able to sleep at night,’ 


and he had replied, “Then 
give me sleeping pills." 
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ike group was not silent or depressed as yesterday, but it was 
not "together" either in the sense of being close. It was together, 
however, in the sense of a theme which carried through the entire 
meeting—the theme of sedation and insomnia, the nighttime and 
dreams, the common group tension. ü 

The discussion was begun by the same alcoholic patient who 
had unsuccessfully attempted to be the doctor’s helper in the 
previous day's meeting; but this time there was response because 
his communication was obviously deeply felt and community- 
shared. He asked the group, "Why do people have trouble sleep- 
ing, and what do you think about sleeping pills?“ The group took 
up this theme and, without any communication from me, expressed 
the view that sleeping pills were best avoided if possible. Then a 
very psychotic schizophrenic patient said, “I had a dream once 
in which my 12-year-old brother was riding a bicycle and fell off 
a cliff and was killed.” The patient then laughed. The group 
seemed startled and none laughed. I asked him if he had any 
“No feelings. It was just 


feelings about the dream and he said, 
“I felt bad in 


a dream.” He thought for a while and added, 
the dream." Then the alcoholic patient who had begun the 
a dream that he had had the night before: 
this ward for three weeks, and my 
eyes were red and Dr. [Smith] said, "You are still not dried out, 
and have to stay here. It was a crazy dream about Dr. [Smith]." 
aughter, directed toward the 
the connection of the ideas 


discussion. related 
I dreamed that I was on 


* he response to this dream was l 
“other doctor” and arising from 
crazy“ and "doctor." 

But both of these dreams 


them later on with the group. 
of the brother's death might mean that at some time the patient 


had wished that his brother was not around, and the dream ol 
having to stay on the ward was à fear that yet contained an 
explanation of why the patient was on the ward "so long. 


> à : ele. oe 
Perhaps he was still not “dried out behind the ears," in a sense 
oo out on his own. The patients 
8 


nt. Then a man who 


were meaningful. In discussing 
I pointed out that the dream 


chat is, not well enough to 
listened. attentively and made no comme 
had previously been silent said, “How long are dreams? I've 
heard they last only seconds. Do people dream all night?” The 
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time was up, so I summarized the meeting without answering 
this request for information, which in its context and its uming 
did not call for an answer. 

As I walked out the door I was stopped by Cooper, who told 
me, for my “own information,” that dreams last from 3 to 15 
seconds. I suggested that he should tell this to the group. He 
replied that he would not join the group because, "You singled 
us three out.” "Well," I replied, "You singled yourselves out, 
but this was said without anger in passing as I made it a policy 
never to engage in long discussions with patients after meetings. 
The significance of his comment was that he had been silently 
participating in the meeting all the time—that is, in a sense had 
been there— and that he was projecting upon me his own feelings 
of being singled out or being different. : 

In the following staff meeting, discussion concerned sedation, 
insomnia, and the problem of patients lying on their racks during 
the day. One specific situation considered was that of the nurse 
telling Cooper to get out of his rack or he wouldn't sleep at 
night. I suggested to her that it 


might be preferable to say, 
“Now is the time to ge 


t out of the rack,” without adding the 
comment about not sleeping 


at night, because it invited a request 
for sleeping 


pills, which then had to be refused as a matter al 
ward policy. Had she issued her order or request without an "or 
she would have spared herself an "or else" type of comment 
designed to frustrate her. 

The corpsmen were apprehensive about how they could deal 
with a patient's refusal to get out 
the authority to “do something" 
Corpsman said, 


of the rack unless they had 
about noncompliance. One 
“If you threaten (sic) them with the quiet room, 
the patient then knows you mean it and can do something about 
it." I pointed out that he was obviously thinking of the quiet 
room as punishment, which it should never be, and that he was 
discouraged by being denied this means of discipline; also that. 
although a certain sort of ward behavior is expected and in a 
sense demanded, we will not always get it. But if we threaten 
with an alternative, manipulative patients will behave in such a 
Way as to force our hand. 


When the corpsman finds himself 
unable to cope with the 


patient, the situation should be dealt with 
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by the doctor. In this way I communicated to him the feeling that 
he was not alone, that if his request or command was not an it 
was then a matter for individual discussion between the patient 
and doctor, in which I would support him. 


ie en Te in ate n 
siu. ga ee fates cB ig- nis was in keeping with 
strative procedures and neither he nor the 
other patients—so far as I know—consciously associated it with 
the preceding material. It is interesting that, with this disruptive 
member gone, the group now turned somewhat eagerly to ques- 
tions of ward morale, neatness, orderliness, consideration of 
MISES; and squaring things away. This was the reparative process 
without the regressive elements. 

The discussion was begun by a patient who had been admitted 
a serious suicidal attempt. He com- 
ar the tops of their pajamas out 
There was little agreement with 
“Sometimes it gets hot.” Then 
pants pulled up, that 
egan to talk. Through- 
trio was on the ward 
escribed difficulties 
they would 


the previous evening after 
plained that patients should we 
$ consideration to the nurses. 

him, and the nurse commented, 
he suggested that they should keep their 
some let them hang down. The staff now b 
out the entire time that the disruptive 

they had been silent. The corpsmen now d 
and the patients said that 
1 the group in being a therapist. 
not join the 


with the galley detail, 
help. Adams had now joinec 
The catatonic, previously mute schizophrenic did 
group, and after a ume Adams walked over and talked to him, 
and they came back and sat together. There were complaints 


from the patients about noise during the quiet hour, and the 


topic of monotony was raised, probably in anticipation of the 


weekend. 
as rather keen ob- 


attention, reactions, 
d blanching, which 


In their meetings the staff. discussed now, 
Servers of behavior, the group movements, 
as blushing an 
yatients during the 
ad apparently ma 


a TS : 

de visible emotions, such 
they had observed in the! 
week ¢ 

eek came to an end, and we h 
Crisis. 


meeting. So the 
stered a major 
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TROUBLED TIMES WITH A 
“FAVORITE SON” SITUATION 


When the following series of meetings occurred, the thera- 
peutic community had been functioning for a number of months, 
and the staff had considerable confidence in themselves and 
the community. The period they cover is not cited as a “typical 
period on the ward, however, but as one which called upon all 
our resources to an extraordinary degree. , 

The story is essentially that of a 21-year-old patient named 
Smith. He was an enlisted man who, after his initial training, 
had spent 20 months with the Navy in Guam. During this time 
he had written home every week, and the family had not sus- 
pected that he was in any way sick. But when he returned home 
for a 30-day leave, his parents immediately noticed that he was 
irritable, could not stand criticism, and would burst into un- 
controllable sobbing on the slightest provocation. He slept very 
little, and he talked frequently with his mother about strange ideas 
that he was having. Then one Sunday morning 10 days after his 
arrival, he announced to his startled parents that he was God. 


The next day he was admitted to a hospital, where he was 


diagnosed as having an "acute, severe, paranoid schizophrenic 
reaction, manifest by ideas of reference, excessive religiosity, 
and various types of unpredictable behavior, with marked psychi- 
atric impairment.” A week later he was transferred to the Naval 
Hospital at Oakland by air. 12 
12. The note from the 

been cooperative. He has n 
he has cre: 


i ; k a > has 
previous hospital read; “For the most part he h 


1 e isturbance 
Ot been destructive in any way. The only disturban 
ated has been noisy 


" . n T he 
behavior. The noise became so disturbing to t 
rest of the ward 


days hospitalization. that it was decided to start 
€. which he received intramuscularly, This has not 
ared to have too much effect on him.“ 

In his admission interview at Oakland, he sat stiffly in the chair, always using the 
designation “Sir” when speaking to me. He walked stiffly but seemed reasonably 
calm. His mood Was Variable but hardly ever appropriate. He was bland, expression- 
less, and then suddenly he would become silly, and he would smile and be almost 
euphoric. He was oriented but confused, though he could see the points of confusion 
when they were pointed out to him, At moments he recognized that he was sick and 
at other moments he denied it, speaking of his “happiness” and “union with God. 
In fact, one of his delusions was that God was bottled up inside him, and that he 
himself was an actual image of God. He described auditory hallucinations which 
were not recorded at the previous hospital; the voice of God now saying to him, 
“Hold up your head,” and “Do right and be good.” 


after two 
the patient on chlorpromazin 
appe: 
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k The group gathered quickly for the meeting on Tuesday, the 
first meeting which Smith attended, ard many of them had 
already taken their places before I walked in. Smith sat in a 
cluster of patients at the south end of the ward with his chair 
drawn slightly forward in a prominent position. He spoke at 
once, "Whats this all about?” 

I explained simply that we gathered here every morning "for the 
patients to say whatever they want to." It is extremely unlikely 
that my explanation of the group's purpose was very meaningful 
to him. But he most certainly took me at my word. From that 
verbal participa- 


noment on, it was Smith's hour, with very little 
1 striking his 


tio > — i Rei : 
n by the other patients. Flexing his muscles anc 
"I am growing. I am a giant! 


hest, he began in a loud voice, 
I want to 90 


I am going to be a giant and demolish the demons. 
home when you think I can. I made a pact with God that if 
I came back to the States alive I would give myself to God." 
his chest and smiling 


Again flexing his muscles and striking 
"pm a gorilla 


even while savi : 
en while saying sad things. he told the group, 
Without a tail." 

I made no response to this recital of delusions. Then he told 
us a story, “W x id, * 

j a story. "When I was young, he said, “the basketball coach 
aid to me, 'Smith, you're going 1nto the game. Then at the 


his mind and sent someone else in. 


last moment he changed 
me as a 


hat killed me." The memory about the coach struck 
some relationship to sibling 


scree M 
creen. memory, perhaps having 
consequence to his pride 


rivalry and to feelings of devastating 
and perhaps in fantasy to himself. 


Fhe other patients listened attentive 
delusions, his paranoid 


ly. He had communicated 
to us about his somatic ideas about 
demons, his auditory hallucinations about God, his religious pre- 
occupations, and his fear of death and of being killed. He had 
followed this with an interesting an experience which 
had metaphorically "killed" him. 
From here, Smith moved on to a 5€ 


1 icati Š J 5 ere 
Nunications in all of which there were 
— 

E 3. These three metaphors were 
f distorted through his psychotic 
lim as he now was, only that he was in iu 


account of 


ries of. metaphorical com- 
obvious paradoxical ele- 
and they were also paradoxes, 


Id us nothing, yet, about 
ing. and of uncertain 


clearly delusional 
thinking. They to 
he process of chang) 


body image 
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ments. He told us first about his younger brother, who was 
bigger than he. This was indeed a paradox—the smaller oe 
is the bigger child—and might have something to do with i 
wish to be a giant and also with the sibling rivalry in the 
basketball situation. ; 
This was followed by several references to death on Guam 
and then by the statement that he had been "a man there 
"Id only had fuzz before, and my mother used to say I hac 
curly hair." 
At this point the social worker, in a conventional historical 
way, asked, “When did you first begin to feel this way? de 
question lead him again to Guam, where, he reiterated, he ha 
been “a man.” He went on to say that on Guam he had mass " 
ated only with the colored people: they had been his Friends 
and had helped him (ie. had loved and cared for him). Herc 
again the paradoxical quality of his communic 
Though he was asserting his manhood, 
had needed help and love 
the minority group, prob: 
also because he felt re 


ation was apparent. 
he was telling us that he 
and that he had turned for it to 
ably because of his schizophrenia, but 
jected by his own people. 

I interrupted him at this point to ask, “Do you think you are 
sick?” (i.e, “How do you feel about yourself now?" rather than. 
"When did you first begin to feel this way“) He categorically 
denied that he was sick, but immediately followed his denial 
by asking the group for "help." The group, though attentive. 
met this in stony silence. I pointed out the inconsistency ol 
asking for help if he wasn't sick and suggested that perhaps he 
was aware that he was "not quite himself." In reply, he made 
a rather extraordinary comment, 
tions of himself: 
but since I 


right back to reality observa- 
"Ordinarily I am a shy person and can't talk. 
SOC É Sai Ties. been 
had psychiatric help in an Army hospital Ive ben 
able to get everything out." This was recognition of sick rall 
and well talk; of how he behaved at one point and at another. 
It was also an appreciation and 
was not quite himself. I interpre 
TESS 
14. These next three st 
Past—one happened in fa 


admission of the fact that he 
n XE 
ted here by commenting, "Yot 


` 2 n > real 
atements were paradoxes in metaphor, relating to the r 


< , e E . IN net 
antasy, “this killed me^; one "shouldn't have happenc 
litle brother is big brother; and one was a Clear inconsistency: a man with fuzz. 
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say you are not sick but you ask for help, and you are aware that 
you are not quite yourself." 
Los this point he again appealed to the group for help. and 
5 no one replied, he turned to a patient who looked slightly 
oriental and began speaking to him in a schizophrenic gibberish 
which he called "Japanese." Whether this behavior was a gesture 
of contempt or some complex schizophrenic effort at exotic 
communication or simply a bit of fun, was not clear at this 
moment, I said to him quite pointedly, " This doesn't make 
sense, but what you said before was sense." He immediately tried 
to get back on the track by saying. as if his disorientation had 
suddenly dawned on him, "Where was I7" 
Then he said, "If no one has anything to say, I must be 
I replied, "Everyone is listening to you, but the fact that they 
mean that you are right. 


right." 


don't say anything doesn’t necessarily 
nt because they think that you are sick and 
apparently had an appreciable 
that's right. Keep 
l to the proposi- 
lenied when he 


Perhaps they are sile 
somewhat confused. This idea 
elfect on him, for he immediately said, “Yes, 
talking, Doctor. I'm listening." Thus he agreec 
tion about himself which he had immediately c 
had first been directly confronted with it. 

At this point some sense of the feeling of the 
ng his chair with its back toward me 
t Smith 


group was sug- 


gested by one patient turni 
as if to say that he was out of 
and me. I asked him why he had done 
chair back, saying, "I don't usually act this way." 

The hour was now over, and I began the summary of the 
boy who had a camera and 


the group which was jus 
this, and he turned his 


Meeting with a story about a little 
took pictures of his family. But because he had to point the 
Camera up towards people. the pictures showed everyone sort 
of distorted and very big, as if they were giants. Even his brother, 
big. Then I spoke of how the 
small child, who can't 
and how the child 
brother 


w ; 

hp was younger, looked very 
ather seems very big and powerful to the 
It be that big. 


imagine : h 
magine that he will ever himse 
thinks there is something unusual about a younger 
DN [ 

15. "This was not only a reality interpret a partial resolution of a paradox 
f are (rue . - - (even the false ones). The in- 


eared that if he reached out he 


ation but 
—i. c., all sta A 

€. all statements here being made 
at all. He f 


terpretati s £ 
pretation said not necessarily se 
nent seemed closely rel 


wou Se cr s 
ld be rejected. Silence and punish 


ated. 
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being bigger than himself. Here Smith interrupted me, and iil 
"I shouldn't be talking like this. I may get thrown in the brig. 
I made no comment on this, for no amount of denial would 
penetrate his delusions. The only meaningful basis on which * 
meet the fear he had expressed here would be to let him see 
for himself that he could say whatever he wanted to without dire 


i improv ne 
consequences. I expected to see him markedly improved tl 
next day. 


The Wednesday meeting was one of the most difficult and 
unexpected sessions in the experience of the theraputic com- 
munity, marked by the most flagrant deterioriation in social be- 
havior that occurred during the ten months of the experiment. 
It was the only time that I 


had to send a patient out of à 
meeting, 


and the only time that I felt it desirable to inform the 
group that medication would be given to a very sick disturbed 
patient. On the other hand, it showed us the degree of tolerance 
and patience which the community had for 
and efforts that the other patients made to control their own 


i $ Ing 
aggression. It showed us also that they themselves were seeking 


for the cause of the patient's behavior: in fact, it was one of the 
patients who gave me the clue to what h 


When the meeting opened 
and shouting. The chair which he had occupied yesterday stood 
€mpty and apart. I asked him to sit down in the group, but he 
categorically refused. And he not only refused to sit, but began 
to spit repeatedly on the floor in contempt and disdain. When he 
was told to clean it up, he took the toilet paper given him by 5 
Corpsman and tore it in pieces and scattered it about like confetti. 
Then he turned and angrily called me a son-of-a-bitch, adding 
that he was spitting out the devil. | was at a loss to know why he 
had changed so dramatically and why he chose to show such 


contempt for me. I was also at a loss to know just what to do. 
It was our first encounter 


of expected behavior, 


its sickest members 


ad happened. ; 
MP . i tie 
» Smith was walking restlessly aroun 


on the ward with such total defiance 
and the first time that a patient had 
not been reachable at any point. I commanded him to stop, but 
without effect, He continued to spit, flung himself upon a bed. 


arose and then came over and put his arms around me from 
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behind, sitting down back of my chair in a rather seductive 
= After this, he walked over to another patient and 
Sire? to him. No one moved to restrain him, and the 
forem a day oe ea him away. Smith, exaggerating the 
d push, a to the floor, rolling and spitting so 
: roson: y that a chorus of horrified protest arose, “No! No! 
Stop it!” The revulsion which the patients felt was palpable. 
Mero a Es shouting; a love everybody. 
igi 4 y. e had, in effect, said by his gestures, 
ii € ad and then had spoken of his ambivalence about love. 
s ar to me that he would not conform and that we had 
asked a corpsman to take him 


reache defe ; 
ached a crisis. Action necessary, I 
e before, and was never 


to my office. (This had never been don 
done again after this meeting.) It was not clear what this action 
meant to the patient, whether he thought that he was being 
expelled, "sent to Siberia," rewarded, imprisoned, or simply belit 
faced with the limits on behavior set for members of the group, 
er whether it was utterly incomprehensible, as the world was all 
mixed up and crazy to him. 
3 — ees was out of the room another patient made a 
nén: Sa ne wd rere he had noticed, he said, that 

s behavior had changed dramatically at 5:00 o clock yester- 
Why did this happen? The patient who 
ad something to do with Smith's physi- 
Korean resident doctor who was now 
said that Smith had been "perfectly 
the group meeting up until 5:00 o'clock. 
e ward suddenly stiff and rigid, lay upon 
alk in an increasingly strange manner, and 


l; and his behavior had since been mounting 
ed when the meeting 


day. The question was, 
reported this thought it h 
cal examination by the 
working on this ward. He 
all right" following 
Then he returned to th 
his bed, began to t 
seemed to lose contro 
aint to a pe 
egan. 


ak, which was reach 


ould like to hit him, and I commented 
good. Another said that Smith had hit 
and that he had given the 
iat Smith was pro- 


One patient said he w 
that this wouldn't do any 
him over the head with 
banana back to Smith. It W 


— ÀÀ 


a banana 
as now obvious tl 


er—the 


a dangerous mons 


nself as a gorilla. a giant. 
a sharp regression. 


unicated to us. 


16 » 
= . He now conceived of hi 
mpleti A A pares 
pletion of his delusions initially comm 
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voking those patients who would respond most aggressively: 
and he had, by a sensitive schizophrenic process, been able F 
recognize those patients with latent homosexual problems, ad 
had provoked these patients, who now began to express kem 
hostility in the meeting. One patient said that he wanted to ki 
him, and he said it in such a manner that I felt compelled to 
reply, "Nobody is going to kill anybody." À I 
One patient, a big, strong man, was shaking and admitted he 
was afraid he would lose control: 


“How long can one put up with 
this? How long will I be able to hold myself in?” Wile: the 
sexual implications of the expectoration and many other things 
seemed apparent to me, the 


social meaning seemed even more 
striking. 


. : E ] ^x DeC O 
It was as if the group were saying, "If you expect t 
rate with us, don't expectorate on the floor.” 
I then told the group th 


at I would bring Smith back if it was 
agreeable to them. 


There was no objection, so the corpsman 
brought him in. The patient who had pushed him immediately 


began to talk to him, perhaps to relieve his own homosexual 
o 
anxiety and perhaps also to 


manifest behavior that he thought 
would please the doctor, 


since he was being transferred to oy 
open ward after this meeting. Regardless of the motivation, it 
did seem to have a momentary therapeutic effect on Smith, for 
he subsided. But then, in a burst of uncontrollable behavior, he 
tried to put his arms around me, crying 
me." After this he beg 
again necessary to se 

Now perh 
but the me 


“Play with me. Love 
an to spit on the floor again, and it was 
nd him from the room. 
aps this meant to him, “C 
a AM „tine 
aning was not yet clear. In summarizing the meeting 
: d . 7 1. . Wy y 
discussed Smith's behavior; and, since they were having 
some obvious difficulty tolerating it, I told the entire group that 
I was going to give him some medicine which I hoped would 
help control his behavior (an ataractic drug). But I emphasized 
as 

17. It should be noted that ir 
given to Smith as much for the benefit of the other 
Previous use of it, over a period of 3 days, it w 
Ward, its use was followed by a noticeable effec 
thought, represented an exceedingly interestin 
out additional factors, 
effective, 


70, I will not love you, 


1 the previous hospital, as on this ward, the drug was 
patients as of him. In the 
as thought to be ineffective. On our 
t within 24 hours. This case, it was 
g situation in which the drug, with- 
Was ineffective and, with 


à Pitti vas 
also more urgently needed, and perhaps its administration w 
ore hope and interest by the staff 


additional factors, was highly 
It was 


associated with m 
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that he needed help from the group. I pointed out that yesterday 
no one in the group had talked to him and that his strange 
behavior today could be caused by a feeling of rejection and a 
desire to get their attention, even in a “crazy” way. I pointed out 
also, regarding the question, “How long can you tolerate this 
behavior?” that human beings can endure a great deal longer 
than is usually thought, particularly in moments of trial. I ended 
by saying that although some of Smith's behavior was “willful,” 
it was quite irrational and he was very sick. On this point a 
patient disagreed with me, saying that it was all an "act put on." 
But the group as a whole was willing to try to help the patient. 

In the following staff meeting I learned the circumstances 
which had precipitated Smith's behavior in the meeting. The 
Korean doctor who had examined him at 4:30 Tuesday after- 


noon had performed a digital rectal examination. It will be 
had become a man in Guam 


y racial group there 
his homosexual 


recalled that the patient said that he 
and that he had associated with a minorit 
exclusively. The obvious awakening now of 
ild tolerate. And in his acutely 
nguish between doctors; so I be- 
e object of his ambivalent and 
batients and would con- 


anxiety was more than he cov 
disturbed state he did not disti 
came the “son-of-a-bitch” and th 


perverted affection. He had provoked l 
still to pay for this provocation and 
had aroused and which 


tinue to do so; and he wa 
for the homosexual anxiety which he 
was one of the most difficult factors on a closed ward such as ours. 
anger in the meeting, com- 


The staff were surprised at my 
h behavior as urinating on 


menting upon the fact that even suc 
the deck was tolerated. Why was it that spitting was so terrible, 
they wanted to know. Had the intensity of the group reaction 
been caught from me? Was my feeling about it related to the 
fact that I had once been a tuberculosis patient in a sanatorium, 


they asked me. 


was considerable insomnia on the 


On Wednesday night there à 
ward. But the group decision towards the end of the last hour 


to try to help the patient had apparently made an important 

change in ward attitudes. The doctor and the patients had ina 

sense gotten together. Some ev idence of this could be obtained in 
f g kd 
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the seating arrangement at the Thursday meeting. The patients 
gathered quickly. No patient sat Opposite me, and none behind 
me. They formed a large semi-circle to my left and my right. 
Smith was sitting to my right at one end of the ward, and all the 
patients who had been made most tense and anxious by him pas 
grouped at the end opposite him. The patients near him either 
had their backs turned toward him or avoided looking at him 
by glancing down. My fantasy was that this seating was counter- 
phobic, and those who could not bear to look at him sat in such 


à position that if they raised their glance they would have to 


look at him. Smith, sitting behind another patient, had moved 
somewhat into the group. 

The meeting began with a patient saying, "Are we going to 
have any special chow today?” (It was Thanksgiving Day.) 
I replied, “I don't know." 

Then Smith called out 


; much as he had at his first meeting. 
"What's this all about?" 


But instead of following this question 
now with his delusions and hallucinations, he added brightly, 
"What do you have to talk to me about, Doc?" This question 
was a sort of reversal of what he would have liked me to say to 
him, as though he and I took a sort of precedence over the RI 
munity. I met. it with silence, and he made a mock spitting 
Sesture—his gesture of contempt and anxiety—though he did not 
actually spit. But when he perceived the facial expressions ol 
the other patients, he explained “This is due to tobacco from 
the cigarette.” He was offering a socially acceptable reason for 
his spitting (though it was still psychotically motivated). Two or 
three times later during the hour 
to spit, but he never did. 
Since he had been unable 
with the group in 
he now began t 
municating 


m" T: ino 
he looked as if he were going 


to establish any satisfactory contact 
the manner in which he had gone about it. 
alking steadily, not with the purpose of com- 
to the group, but with the purpose of excluding 
the group, perhaps as a phenomenon of jealousy. Other patients 
who wanted to say something found it impossible to break in. 
Finally Burton who, as it later turned out, was the most jealous 
of the domination of the group and of my attention, 


shouted 
"Cut it out! Behave yourself!" Smith stopped talking at this, 
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l z ; " : 
"e he now put his feet up over the back of another patient's 
zo in a new gesture of contempt. (wiping his feet). I said, 

ut your feet down. We would not let anyone else put his 
leet on your chair." He obeyed. 

Smith again began to talk, now in a schizophrenic gibberish, 
Japanese, which he seemed to reserve for 
atient whose first name was 
t by saying, "Nobody 
Again Smith’s re- 


though not the pseudo- 
special occasions. At this point a p 
Don interpreted the need for him to be quie 
else can talk when you talk. Now shut up!" 
“Yes, I will," he said, I'm sorry." 
Now Don made a belated reply to Smith's initial question by 
what the meetings were for. Smith 


I mean, Don." This did not appear 
al of roles in 


action was socially acceptable: 


lecturing him on exactly 
replied, Thank you, Doc. 
to be a slip of the tongue, 
2 sort of pun, expressing both 
tion of the doctor for not answering. 

It was only at this point that I was 
he question about specia 


communication of the hour—t 
about Thanksgiving Day and about being away from families. 
ing to knock the door down. 


This led Smith to announce, "I'm got 
I want to leave." 


first meeting, when he spoke of 
of delusions: 


but a conscious revers 
"eratitude" and a subtle deprecia- 


able to return to the initial 
] chow, 


Um going home. I'm lonesome. 


It will be noted that in the 
he had spoken in terms 
a giant and that he had made 
still speaks in a delusional 
door down"—he 
ave. He not 
igh to knock 


wanting to go home, 
namely, that he was growing to be 
à pact with God. Now, while he 
“I'm going to knock the 
the patients might h 


1 that he's strong enot 
has explained other 
leave, 


sense of his strength— 
expresses himself as any of 
only says he's going home anc 


the door down, but he explains why, as he 
lonesome and wants to 
1 of disappointment and anger 


ig to knock down the door of 


things in this group— that he's 
and also he makes some expressiot 
directed towards me, for he is goir 
my house. 

Since the other patients were hardly 
ord—a technique whi 
nt had dominated the group for 
ecord which I chose on this occa- 
nt with tuberculosis 


able to talk because of 
Smith, I now played a rec ch I used occa- 
sionally when a very sick patie 
a prolonged period of time. Ther 
sion, “The Wantaleaver,” tells about a patie 
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who wants to leave the hospital against the doctor's advice. 
Following it, there were comments from a number of patients 
about rebellion, big people and little people, delinquency, parents 
attitudes, and the fact that parents sometimes do just the opposite 
of what they say—all themes suggested by the record. The group 
were greatly relieved to have a 
project their feelings. 

But Smith could not tolerate 
and he began to 
Delaney—husky, lai 


“neutral” backdrop on which to 


this for any prolonged period, 
talk and act very strangely. At this point, 
$e. and trembling—stood up and walked to 
the solarium. I turned to Smith and said, 
This interpretive command h 
of course, a double- 
cause of 


“Stop acting crazy.” 
ad a profound impact, but it was, 
edged sword, one which I rarely used be- 
its misuse by patients to support their wish to deny 
insanity or as punishment with the "support" of the doctor's 
imprimatur. If it is used it should not be for the dramatic 
expediency of the moment but with full 
It should be, in effect, an interpretation 
For the moment, however 
his bizarre behavior, 


awareness of its use. 
and never an accusation. 
it worked. Smith immediately stopped 
admitting that some of 
since my comment had been 
followed it by saying, 
seemed relieved, 


it was put on; and. 
perhaps somewhat traumatic, I 
"You are better today." He agreed and 


The discussion was summarized at the close of the meeting 1n 
terms of the following themes: loneliness, Thanksgiving and 


the thoughts of home. and the desire to be away from the 
hospital. 


The tension which had preceded the Thursday meeting had 
broken, and the night had passed in quiet. On Friday, there were 
no comments to me at sick call 


» and only two patients put their 
Names on the 


list to see me during the day. The seating arrange- 
ment was almost identical with that of the previous day, with 
the patients who were Most anxious sitting away from Smith on 
the south end of the ward and the others sitting on the north 
end of the ward with Smith. As the group began Smith was 


18. Like 
the series, 


a number of the other records which I use 
This is Your World, which I had composed 
therapy with tubercular patients. 


l with the group, it is from 
and previously used in group 
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quite active, walking about, hallucinating, making largely in- 
audible comments, one of which could be heard, "Say something 
to me." After about 15 minutes he said, "I have something 
still to say.“ (Pause) "No one sits close to me” Ü 
_ Shortly alter this he walked over and sat in a chair at my 
right hand for 5 or 10 minutes, and then moved to the south 
end of the ward and seated himself with the patients who were 
made most anxious by his presence. Apparently his comment, 
No one sits next to me,” referred specifically to the patients 
whom his anxiety had alienated, as if those who sat by him 
only people who existed on the ward 
were those who sat away from him. All this time he was whist- 
ling and shuffling his feet. I interpreted this by saying, “You 
your feet to let us know 
You also 


did not count, as if the 


seem to be making noises and shuffling 
you are here; that is, filling the silence with noise. 
seem to be better today.” He readily agreed with a nod of the 
head. 

Suddenly he announced, “My feet are getting smaller. My 
shoes are bigger than my feet.” (Pause.) “My shoes fit.” I asked, 

Does this mean that you are now down to size, more like every- 
one else? You are trying to find yourself, your own size?” He 
nodded his head in vigorous agreement, and seemed quite re- 
lieved. Obviously, of course, this was still a delusion, but the 
delusional system was going in the direction of normality rather 
than abnormality. But he would still spit occasionally. 

Then he said, “I used to want to wear à sailor suit. I love that 
sailor suit,” and he laughed. This had a nostalgic, sentimental 
ring to it; and hoping to utilize it to bring the discussion back to 
this sentiment. came, T asked him if he 
a little boy. He laughed and 
rned to the group and said, 


the period from which 
had had a sailor suit when he was 
said, "Yes, when I was 5 or 6.” I tu 
“T wonder if anyone else has any memories about sailor suits?" 


The chief, in his loud and rasping voice, immediately replied, 
"Yes, I have something to remember—30. years of wearing it!” 
t burst of laughter which relieved 
| of Smith, who stopped all his 
ehavior. I too couldn't help 


This comment brought a grea 
the tension of the group and evel 
mannerisms and mildly disturbed b 


but laugh, and acknowledged. "[ get the point." 
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The discussion now took the direction that I had hoped for 
when I asked the question about sailor suits—toward Lecce 
Delaney asked, "What is the cause of juvenile V 
Burton thought it was caused by parents saddling and UR 
their children as if they were horses." He spoke of HO oue : 
Tope it was possible to give. Another patient commented, Be 
enough.” These words related to a line in the 5 
record played on the previous day: "The horse thinks one thins 
and he who saddles it another." Now another schizophrenic 
patient, who had not previously spoken, said, "You can qua 
80 home again." I phrased an interpretation. in a way spa 
I hoped, would succeed where my earlier one about sailor se 
had failed: “An author by the name of Thomas Wolfe has 
written a novel called You Can't Go Home Again, and I wonder 
if it’s ever possible to go back?" Although I think this was a 
clumsy way to interpret, the feeling behind it, the timing and 
the relevance strongly counterbalanced 
patient to whom this was directed : 
depressed. “No, probably not,” he said. There was a pause of 
profound silence. Then Delaney returned to yesterday's theme 
of loneliness and of leaving, which was probably what he had 
meant by his question about juvenile delinquency: “Is it true 
that children are always lonely when they leave home?” Several 
patients agreed that this is true. There was a pause and Burton 
commented, “When T think about delinquency I think that 
policemen have been the people who have always helped me. 
I had an alcoholic father. I loved my mother and I would 
murder for her," 

Immediately I asked, "Murder whom?" 
At this moment Smith, his anxiety 


less and started to stand. The p. 
acting 


its awkwardness. The 
looked quizzical and then 


There was silence. 
activated, became visibly rest- 
atient sitting next to him, now 
as his spontaneous therapist, said, 
complete this Cycle in relationship to 
“Yes, Pop.” 


“Sit down"; and to 


father, Smith replied. 
Now he lighted a cigarette, and 


his "therapist 
handed him an ash tray, saying pate 


mally, when Smith shrank 
from it, “It’s not too hot and you won't drop it" Again Smiti 
said, "Yes, father," and then began jabbering gibberish. He 


Started to spit, but refrained when his "therapist" held him 
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gently by the arm and said, “Knock it off!" The control which 
this patient had over him was quite dramatic. 

'Then Smith said, "I am the nervous type. lam 
here." (These two comments are not unlike his clarification 
iM the first meeting, when he was brought back from speaking 
gibberish to say, "Ordinarily I am a shy person and cannot talk.) 
He is speaking now of present realities—of the fact that he is a 
“nervous type” and that he is “getting shaken” by what is happen- 
ing to him in the here and now. 

Following this, he made a most revealing statement, “We (sic) 
can't get out." This was his first real verbal identification with 
the group but it was followed by silly behavior. He began 
and blowing out a great cloud 
eam." he said. And then 


getting shaken 


drawing heavily on his cigarette 
of smoke, “This is a train letting off st 
it was an airplane, and the airplane had crashed and someone 
was killed (return to the murder theme) “The train,” he said, 
“is safer, and also you go home on the train.” In this fantasy he 
refers to the wish to go home. But he no longer says that he is 
going to tear the doors down and go home, for this is not accep- 
table in the group; “father has said you can't go home again," 
and the group has agreed. Finally, in a delightful bit of schizo- 
phrenic humor, he returned to the idea of the sailor suit and 
said, "We can go home when we all get our sailor suits." (The 
sailor suit here meant recovery, 
from the hospital they were sep 
home" had lor him a special meanit 
know.) 

The time was now up 
of loneliness, delinquency, 
ing of the family constellation, 
loneliness which everyone feels whe 
in the discussion of delinquency with 
behavior and self-control, citing specific examples 


for when they were separated 
arated in uniform; and "going 
ag which we did not yet 


and I summarized the meeting in terms 


and feelings about going home, speak- 
of separation anxiety, and of the 
n he leaves home, and tying 
the theme of acceptable 
from the 


meeting. 

In the staff meeting following this community meeting, the 
nurse reported that during the Red Cross entertainment on the 
ward the previous night, Smith had become very talkative and, 

of his behavior, had 


suddenly aware of the inappropriateness 
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turned to her and said, “I think I'd better go to bed now." Moved 


by the manner in which he had spoken to her, she had tucked 


him into bed. Later, after the ward had all gone to bed, he had 


come to the nurse's station and said "Good night" to her. 


After the Friday meeting the patients who had acted as 
"therapists" for Smith on consecutive d. 
had been transferred to other 


patients had been admitted. 


ays in the previous week 
wards. Three new "psychopath 


During the weekend, which 
things had happened on the 
time of the meeting. First, 


had been reasonably quiet, two 
ward which I was unaware of at the 
Burton and Eastman had entered into 
Burton's jealousy of Smith, to refuse 
to be led into a discussion of childhood. (This "plot" failed. 


however, because the discussion in the hour came spontaneously 
so close to things important to members of the group that the 
desire to get on with it was sreater than the desire to destroy it.) 
Second, Delaney had fulfilled his wish to strike Smith. Unlike 
Burton's anxiety, which came from jealousy of Smith, Delaney's 
anxiety came from the fear of insanity which tormented him. 
His need to strike Smith, I found out in individual interviews 
with him, was a need to strike down the fear of "crazy" behavior 


which welled up inside himself; and Smith, by his "crazy" be- 
havior, became the 


an alliance, dominated by 


personalized scapegoat of Delaney's aggression 
against an image of himself. 


On Monday, as evidence of their cagerness, the patients 


assembled quickly and seated themselves closer to me than they 
had at any of the pre 


ued to sit near me 
me to the north, 
Burton and E 
than Smith. 


vious meetings of the group. Smith contin- 
at the right side. Delaney sat far away from 
on a bed; and the two other schizophrenics— 
astman—sat together on my right, but farther away 


The Meeting began with several minutes of silence. Then 
Smith said, “Can I go home now? I’m well enough to go home. 
I'm perfectly well.” In effect, he was saying, "Let me out.” And 
in this sense he spoke not only for himself but for many of the 
other patients. Although all of the patients were here involun- 
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tarily, and they were eager to be out and to escape the stigma 
of being hospitalized for mental disorder, none of them re- 
sponded. L too, was silent. Usually, when an administrative 
question of this sort was raised persistently in the group, I would 
eelings were and/or tell him, "Write 
I will see you in my office and we 
t it would be unwise to do so in 


ask the patient what his f 
your name on the list and 
will talk about it.” But I felt tha 
this situation because of the strong “favorite son” fantasies which 
Smith had about me. It was curious, therefore, that after a few 
minutes of silence, Smith said, “No one else wants to talk. Why 
don t you and I go into your office and talk?” The “we,” which 
ae Ph Friday meeting had aligned him with the group, was now 
a "we" of leader and himself. In a way, he was saying, "Since 
nO: one is talking, Father, call off the meeting and you and I 
will go off together." 
Ignoring this aspect of his communication, I replied with an 


"It isn't that no one wants to talk; 


Interpretation of the silence, 
it's that no one is talking. 
Then, after a prolonged per 
that people frequently hate to be the 
group, and discussed the implications of this in terms of self- 
courage, and pressure. It was hoped that 
out breaking the silence. But 
self-conscious, 


iod of silence, I spoke of the fact 
first ones to speak in a 


consciousness, shyness, 
this would alleviate their anxiety ab 
made them even more 
plied. smith was now talking 
ded, "Im well 


perhaps my comments only 
for none of the other patients re 
Then he again plea 
ed. I'm ready to go out. 
* My reply was à firm quiet denial 
ll enough.” At this, there 
lief of tension. My 
reassurance they 


under pressure, but softly. 
enough to go home. I’m perfec 
Doctor, can I sign the papers?’ 
^I don't think you are we 
an obvious re 


‘tly recover 


on authority, 
was laughter in the group and 
reply had apparently given the community the 

sought—namely, that Smith was not “fooling” me, as both the 
patients and the staff, I learned later, had feared. (This impres- 
sion that I was unaware of how crazy 


created by my telling him that he was “acting” crazy.) 
y which he had told in the first 


d promised to send him into 
moment changed his mind. 


* he really was had been 


Smith now repeated the stor 
ha 


meeting about the coach who 
last 


the game and had then at the 
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And again he said, “This killed me.” (Here, it seems he saw is 
parallel between his readiness then to go into the game and his 
readiness now to 80 home, and I felt that he was asking me, 
"Can I trust your") This time, however, the story was not 
followed by the spate of delusional comments that had accom- 
panied its first telling. Instead, Smith now ventured into an 
analysis of his difficulty, He 


spoke of having an “inferiority 
complex" and of having been 


“treated badly" as a child. 

At this point I repeated my statement, “I do not think you are 
well enough to leave the hospital." 
lor corroboration of my view, "Has anyone in the group any 
observations that will help Smith appreciate this?" One patient 
immediately replied, “Yes, he bit me." [ 
Sesture of surprise to show Smith m 
of control. “He asked for my hand,” 
“and I offered it to him, but he bit it. (1 did not interpret.) But 
he apologized and I've forgiven him.” Another patient said, 
Animals bite.” Then Burton attempted to discredit his rival 
by declaring him “inhuman.” He reminded us, "A few Dus 
ago he told us himself that he was a gorilla with its tail cut off. 
(So his rival is not only inhuman, but Castrated.) Another patient. 


taking up the cue, said, “He sits on his rack and barks” and some- 
one added, “Because of the full moon.” 


Though no one | 


aes. 2 or ) 
Fhen I called upon the grou] 


made a slight ains 
y disappointment at his n 
the other patient continued, 


aughed at the joke obviously intended in this 
last comment, it Was impressive that the group had turned to 
humor rather than anger; and, humor being a socially IDE 
acceptable €Xpression of hostility, they had revealed a surprising 
tolerance of such behavior as biting. One patient who himself 
Very much wanted to get 


out of the hospital, now said, “If he 
Wants to oo out, let him go out.” "But," I replied, “he bites.” 
Delaney immediately remarked, “We are never all grown up. 
Taking this remark as a cue, I said that perhaps this is a fortunate 
thing, for it means that there is always room to grow and to 
improve, But if one assumes that he has reached a final point. 
he will block further growth or improvement. This, ] pointed 


19. Like the doctor who had provoked Smith's anxiety, the p 


atient whom he bit 
Was a member of a racial minority group. This is sig 


nificant in relation to Smith's 
Statement about being “a man” on Guam and his description of the n 


atives as his 
only “friends” there. 
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out, was what Smith was doing: he had come to the conclusion 
that he was indeed perfectly well, while he still had lots of room 
lor improvement (ite, he bites; he is not ready to go out). 

At this point I played a record on revenge in which a mother, 
talking to her little girl, threatens to bite her for having bitten 
another child.” This record enabled the patients to laugh at 
“animal-like behavior," but to direct their laughter away from 
Smith to the little girl. It also put animal behavior on a par with 


early childhood behavior. The discussion, which had started 


slowly, now became very active, and it was necessary to interrupt 
it to summarize the meeting at the close of the hour. 

As I walked out of the room a patient who had not spoken 
during the meeting said to Smith, "Next time sit with the others." 
This was disapproval of Smith's sitting with the officer rather 
than the jealousy which had provoked Burton or the fear of 
insanity which had disturbed Delaney. 


The hour on Tuesday was passed in almost total silence, a 
silence which probably was attributable mainly to resentment 
toward Smith. But it was also perhaps related to the fact that 
IL of the 25 patients were spending their last day on the ward 
and in some measure no longer felt themselves a part of it. Smith, 
Who was developing some mild Parkinson-like symptoms from 
the ataractic drug which he was receiving, again took a chair 
at my right side. The rest of the patients sat farther away. 
presumably in protest against the doctor-Smith “closeness.” There 
Was considerable obvious tension in the group, but it was under 
control. 

During the meeting Smith again said that he wanted to go 
home, but he no longer protested that he was well. On one 


Occasion he asked to be excused to go to the head, and I nodded 
but made no comment. On another occasion he raised the ques- 
tion of where he would go from this ward; this time I replied 
their fantasies to an earlier time when biting had 
en the discussion to a wider range of 
es of meetings since it was felt 
community in focus and take 


: 20. This was done to “regress’ 
its greatest me: ling. so it was an effort to op! 
patients, Records were used frequently in this st 
that we needed all of the devices available to keep the 
the limelight from the narcissistic infantile schizophrenic patient, a limelight which: 


alienated him from the group and engendered their intense hostility. 
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as I conventionally did to specific administrative questions of 
this type: “We will talk about these things in my office if you 
will write your name on the list on the bulletin board." He 
apologized for bringing the matter up in the meeting, and later 
did write his name on the list for the first time. His bizarre 
behavior was at last under control, probably partly from the 
medication and partly from the effect of the community, and he 
did not carry on any prolonged conversations with me. 


One of the new factors in the group situation now was the 


presence on the ward of a new patient, another very sick schizo- 
phrenic, Navaro, who was argumentative, hostile, extremely 
jealous, and rivalrous for domination of the group and for atten- 
tion from the doctor. This patient sat directly across from Smith. 
grimacing at him and trying to precipitate a reaction, but Smith 
made no response to this provocation. 

The meeting was summarized in terms of the silence, of how 
unusual it is for a group of people to sit for a prolonged. period 
of time without talking. 


“There are many explanations for 
silence,” I said; 


“I won't attempt to explain this one for it would 
simply be a guess on my part. The time is yours to use as you 
wish." My Summary served several purposes. First, it denied that 
I had any omnipotence or clairvoyant powers; second, it described 
what had happened and stated that this was unusual; and, finally, 
it implied that the time had indeed been used, though perhaps 
in a curious way. 

In the following staff meeting the corpsman told me that Smith 
had walked up and down the ward the previous night telling 
the group that his body was invisible and that he could walk 
through a wall. The patients tried to egg him on to walking 
through the walls of the ward and escaping, as he wanted to. It 
was interesting that the delusions now were not revealed in the 
community meeting, but on the ward, and that the patient's 
behavior was socially improved in the meetings as evidenced by 
his no longer protesting that he was well, his apology to me, and 
his fulfilling of the social requirements for seeing me by writing 
his name on the list. 


When the Wednesday meeting opened, Smith was again in 
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nn ui desit a me on the 
: i again at a distance. The meet- 
135 began with my introduction of a visitor, a psychologist who 
ad come serve. F ino ic sever. 1 ie K 
e m D MULTI Ave pog 2 5 
$ ats ke d d prev ious meet- 
8 This seemed to be in the nature of an appeal for me to 
ing something again into the meetings for them to talk about. 
Burton said, "The patients are silent in the meetings because 
they don't want to talk about their personal problems. The 
records are helpful." The implication was clear: he was reluctant 
te talk about his own problems and was frightened when others 
did 50. : 

During this meeting, Smith's behavior 
aps for my letting into the “charmed 
with 


indicated obvious re- 
sentment toward me, perh 
Circle" other siblings, Navaro, and particularly Burton, 
whom an extremely hostile jealous relationship had developed. 
Navaro, who had allied himself with Burton, now said, “I feit 
all right until I saw the movie about the jungle on TV last 
night." This remark was intended as some sort of provocation 
of Smith, and Smith responded to it with À 


conte 3 s 
ntempt that he had made several times previously to the 
the schizophrenic 


the same gesture of 
group 


which rejected him—he began speaking in 
gibberish he called "Japanese." Burton mocked the mock-Japan- 
ese and said, "How do you imitate animals?" Smith performed, 
ridicule him further, 


making animal sounds. To taunt and 
Smith walked a 


Burton ordered, “Show them how you walk.” 
ll to the floor. Burton pronounced, 
"Its an act." I interrupted to explain that. Smith's difficulty in 
e medicine that he was being given (i.e. 
psychologist asked Burton, 


few stumbling steps and fe 


walking was due to th 
that he was sick), and the visiting 
"Why is it that an ‘act’ is so upsetting to you?" 
and a number of patie 
They can talk about childhood," 


another patient, referring to the 
d that had been played on 
ange sitting on a ward 


Burton made no reply, nts now returned 


to the discussion of the records. 
one of the patients said. Then 
dialogue between the mother and chil 
the previous day, observed: It sounds str: 
and hearing this record, knowing this really happened.. . I 
was lost as a child." (The fact that the child in the record was 
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lost from her mother at the time she bit the other child Nas 
quite incidental, but to this patient it was the impressive pomi 
in the situation which the record presented. It is interesting, 
also, that he saw the episode as something that had really hap- 
pened, rather than as an imagined experience.) . . 

Now a number of other patients told childhood experiences 
of being lost, and Smith said, "I was lost once and my parents 
found me." I reflected aloud on the many things that the words 
“being lost” mean, and suggested several possibilities. ; 

Then Navaro said, “There are lots of sick doctors," a projec- 
tion, but a clue, and occasionally true in reality like so many 
paranoid ideas. At this point, a recently admitted officer-patient 
said angrily, The doctors lied to me. They didn’t tell me I NYAS 
going to a psychiatric ward. They said I was going to ‘the oat 
and now I'm locked up." He was deeply resentful of this, anc 
with justification. 

Navaro broke in with a highly paradoxical statement, "I'm not 
sick. When I get drunk I am sick and I want to murder people. ; 
I commented, “That doesn't sound normal." He replied, aye 
to change the direction away from himself, "I get a ERATES 
out of Smith's behavior," and then he laughed in a silly way- 
The immediate association of his two statements suggested that 
perhaps Smith was one of the persons he wanted to murder. Bus 
the reference to Smith was also a display of his sadism; he "^s 
trying to engineer a fight between Burton and Smith. Another 
patient, visibly shaken and tremulous, now returned to n 
reference to “sick doctors.” He told about the doctors who fae 
treated him when he had a broken arm. “They would just 
come and look at me and not say a word. They just laughed 
at me." "The old retired chief who had made the comment about 
sallor suits said, "It's no good to talk to doctors, they're all 
Sick." (This view, based upon the chief's prolonged confinement 
in a state hospital in what he felt was an "unjust incarceration, 
was partial explanation of his silence in the meetings.) 3 

The patients here were displacing on sick doctors € 
hostility which they felt toward me. Smith apparently sensed 
this, for first he came to the defense of doctors, and then as 
evidence of his ambivalence he countered, “I want to be a doctor. 
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Can I be a doctor?” All the while he acted like a silly caricature 
of a psychiatrist. Perhaps with some wish to please me, he was 
identifying himself with me and thus taking the hostility of 
(The sibling rivalry and ambivalence 


the group upon himself. 
father 


to doctors w. TERES * ; : 
Octors was conceived of in its basic relatedness to their 
ate at this time.) The group 


ir nee d ; 
nages and myself as a father surrog; 
Burton shouting 


tension mounted significantly at this point, 
angrily to me, "Make him shut up." I said nothing, for this was 
an inappropriate demand, and Smith taunted Burton, "You make 
me shut up." They both stood up with clenched fists and Burton 
struck Smith. 

I arose and separated them and, after they had resumed their 
seats, I discussed the situation, briefly reviewing Smith's behavior 
DH the ward from the beginning—the things he had said and the 
bizarre things he had done—as evidence of his feeling that ina 
sense he did not belong to the group. though he wanted to be- 
long. This probably explained why he had separated himself 
from the group and moved to sit near me, I said. (This was 
nts choice of seat was ever specifically 
added that both he and 
"unworthy" be- 


the r5 : 
"s only time that a patie 
iscussed in a community meeting.) I 
[9] ay : 2 "^ z 

ther patients had been inciting each other to 
havior. 


Navaro, who had egged on the light, now e 
knew how he would have felt if he had 


psychologist said to Burton, 
ehavior, such as falling to the deck, 
yt feel upset by it.” Burton, a tough 
“Two times recently I have 
e group partly why 
s should be silent and not talk about 
To support him, I said, "We didn't 


> But Burton, frightened by 
gesture 


xpressed sympathy 


for Smith, saying that he 
been in Smith’s place. The visiting 
Perhaps if the peculiar b 
was necessary, you might ne 
Marine, replied with a confession, 
cried in the meeting.” Now he has told th 
he feels that the patient 
their personal problems. 
think you were putting on an act. 
momentarily letting down his guard, 
toward Smith, and the fight threatened tc 
At this point I issued a command to Smith, 
he countered. 
ol over yourse 


made a menacing 
) break out again. 
“sit down!” 


"I can't control myself,” 


"I think you have more contr |f than. you think 


you do." 
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He sat, and since the time was up I summarized the meeting, 
saying, Perhaps there is some resentment about yesterday's 
silence—'the doctor who came and looked and did not say 4 
word'; you must have been uncomfortable yesterday when I did 
not talk." There were nods of agreement. . 

As the group was disbanding, Burton shook hands with Smith 
and apologized, then asked to see me 


in my office, where a briet 
discussion of his own ambiv. 


alent feelings toward me and his 
hostility toward Smith relieved his anxiety. 


The Thursday meeting had made it clear that the fantasy of 
several staff members that Smith's social 
son” rejected by the siblings was not | 
of the group. In the Frid 
explicitly into the open. 

The patients gathered very slowly for the Friday meeting, and 
formed an entirely different seating pattern from the previous 
ones. No one sat across from me; the patients lined to the left 
and to the right, with their chairs pulled back between their 
beds in a sort of withdrawal from me. Yet, in terms of distance, 
they were closer than they had been for several days. 

Smith walked slowly into the 
begun and sat at my right side 
secutive day. He took a chair 
who sat the second closes 
silent, I moved my chair 
He was looking at the w 
tion. 


problem as "the favorite 

ar from the consciousness 
: we g - b it 

ay meeting Smith himself brought 


room after the meeting had 
» very close, for the fourth con- 
that was directly between Burton, 
t to me, and me. With the group still 
slightly forward so I could see Burton. 
all, nonchalantly disregarding the situa- 


The meeting began in silence, and after 
“T wonder what the silence means?” This brought a response 
from Smith: “I am feeling better. I wonder why they don't talk 
too.” Then he pleaded with the other patients to talk, He was 
again taking the doctor's role, identifying himself with me even 
more strongly than he had yesterday. 

There was another long silence and, 
a dream-like quality, to try to get thir 
technique that occurred to me at the m 
yesterday, somewhere else, who told me 


10 minutes I asked, 


since the meeting had 
igs going I employed a 
oment: "I saw a patient 
he had a dream, and in 
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ee nna ae e 
15 giv s ^ once, "I had a 
dream last night. I was in Guam. It was about a crazy enlisted 
F first class. Negroes think themselves superior — 

erior—though they are all equal and all the same 
blood. The crazy sailor was promoted to chief.” 

He had given us a dream which was alleged to have occurred 
ivably produced on the spot; and 
naster his conflict. The 
eelings about 


inking 


last ni ; 
i night, though it was conce 
in this dre : x 

this dream he returned to Guam to ! 
pun on "first class" suggested his ambivalent f 


Neeroes ; : : 

groes. By a slip of the tongue he refers to them as th 
though his own thinking is that they 
equality, for it shows the 


themselves « x 
lemselves superior, are 


equal; but his dream does not show 
crazy sailor being promoted to chief. 
In the dream the crazy man turns out 
at least his craziness di 
ig his enemies, who are picture 
ibivalent reference to first class 


one rate above first class. 
to be not crazy at all, or 
crazy like a fox; or d not hinder his 
being promoted amor d in the 
dream in some depreciatory, an 
Negroes. 
dream other than to repeat his last 


I made no comment on the 
for nothing 


two words: "To chief?” Smith then, surprisingly, 
had been said about wis "Perhaps that was his 
[my] wish." One interpretat 
made by the patient, and he 
you have any questions about 
would have been impossible to interpre 


knowing more about his associations. Moreover, 
have the doctor for 


yo much 


hes, commented, 
ion of the dream had been correctly 


now turned to me and said, “Do 
the dream?” I said, "No It 
t the dream without 
in view of his 


and his wish to 


domination of the group 
ave been unwise to pay tc 


himself, it would probably h 


attention to this production at this time. 
Smith tried to provoke Navaro, who was 


as yesterday he had provoked 
who had in turn struck 


l Following my silence, 
sitting directly across from him, 
him, who had in turn provoked Bu 
Smith in a sort of chain reaction. 
and tal 
d by his li 
e, from me, and from Navaro, 


irton, 
Today Navaro was unmoved; 


king quietly to himself in a 


he sa 9 OMEN e NH 
sat hallucinating, laughing | 
ailure to arouse a re- 


hebephrenic fashion. Frustrate 
sponse from the group as a whol 
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Smith reverted to the psuedo-Japanese, both as a gesture of 
contempt for the group and also as a desperate attempt to talk 
to the others in some language, searching for some way to com- 
municate. He then went from this schizophrenic gibberish into 
abracadabra and magic talk. 

“There is voodoo on the ward," he said. "It is cold here. 
I am dead. I am going to be president; to be a doctor; a rich 
Indian fighter." 

From the magical schizophrenic talk he has gone step by step 
to the feeling of cold, or desertion (which is what it really was 
about): and to lack warmth, affection, and response is the same 
as being dead. We can see the social development of this delu- 
sion in his rejection by the group: and for the first time m 
many days he has confessed a delusion in the meeting itself: 
he is dead. He makes the paradoxical statement that he is going 
to be president, to be a doctor, and a rich Indian fighter. These 
grandiose statements were elaborated upon in what seems 4 
conscious attempt to provoke a response. Having been unable to 
provoke words or to provoke anger, he now attempts to provoke 
the affect of laughter, directed at himself. Perhaps they will 
laugh at him? And they do; Navaro and a new patient, both 
schizophrenic, laugh. 

The nature of these delusions is not unlike those he first re- 
vealed: to be president is to be a giant, the greatest power in the 
land, the strongest man; to be a doctor is to be the greatest 
power, the strongest man in the room; to be a rich Indian fighter 
is to be a powerful type of individual in a minority racial group, 
such as the group that had been a nuclear part of Smith's life 
at the time of his schizophrenic break. But again, as in the dream 
of the first class Negro, his ambivalent feelings are revealed, for 
his warm feelings for Negroes with whom he identified were 
also evident; this Indian is a “rich” Indian. (The fact that he 
is a fighter could be an echo of yesterday’s fight with Burton.) 


Now all of these comments, following his failure to provoke 


21. He had told the corpsman that this “Japanese” 

22. This perhaps would mean that after all silent People were not inanimate 
things, statues, or dead zombies, and with any human affect response there would 
be evidence that they were not dead; and if so, perhaps he too was alive. 


was really “Negro talk.” 
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the group into communication, can be conceived of as associa- 
tions to the dream. If this is the case, he had stated in a different 
way the wish which was implied in his first comments about the 
dream: a wish for power by way of father surrogates (i.e., presi- 
dent and doctor) and the masculine power of the aggressive, suc- 
cessful minority. 

Aware that he was trying to tell the group something but that 
pt this as an interpretation 


neither the group nor he would acce 
Ssa ges: 


of the dream, I focused attention on the nature of the me. 
You are making up a fantastic story. You do have something to 
tell us about yourself. You should, but this isn’t it.” 

M led his message as daydream. It said, 
Daydream is saying something important, but we cannot under- 
stand it in daydream. Translate it or try again." Feeling a mild 
reprimand, Smith replied immediately, "I'm sorry." But soon 
he returned to the dream, speaking of 
, and at last he interpreted it as meaning 
(a person being 


This interpretation labe 


religious preoccupations 


and of the crazy Negro 
to him, "If a person believes in God he is well" 
himself). 

Again the group was silent in some sort of restitution for 
yesterday, when too much participation had ended with "vio- 
lence.” But they were attentive, as if they were saying, “We will 
watch and see what happens." If the interpretation of the dream 
is "Believe in God, one is well," one might say that to believe in 
father or to have father is to make one complete, for complete- 
ness to Smith now means a return to sanity. His interpretation is 
a tacit admission of the not-well state and a wish. 


the unusual circumstances of the 


At this point, because of 
group and the lack of participation, I made an unusual type of 


interpretation. “I wonder if some of the feelings in the group are 
caused by your sitting next to me?" This was immediately taken 
up by Smith, who said, “Do you think I should move?” and started 
to rise. I turned to the group an ^I wonder what the others 
think?” 

Of course Smith knew what the ot 


told him, both during and after the me 
attempt both 


d said, 


hers thought. They had 
etings, in many ways. 
to direct the group 


My question was, however, an 
hers in—to fulfill 


meeting away from Smith and to bring the ot 
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his wish that they would not reject him and make him feel 
dead (or, like the coach, “kill him”). But no one spoke. Ee: 
failure of patients to speak is not necessarily to be iuterpreteo 
as "resistance" (though of course it sometimes is). When, so far 
as the leader is concerned, there is no evident need for them 
to communicate anything, their silence may be a form of selt- 
control and, as such, is welcome. To sit silently, attentively, 
cooperating in many nonverbal ways, is not without its merit. 

However, Smith had asked a question and should be xis 
The patients would not answer, so I answered both for myse : 
and for them: "Patients sit where they want to." (In answers Ge 
this sort it is very important to use a minimum of words, for 


i 1 ; ; e leader, but 
elaboration of such ideas should not come from the leader, 
from the group.) 


At this point Smith made the penetrating. interpretation: l 
wonder if they think I am the favorite son?” 2 

This had a profound effect on the group. Though no eri 
Spoke, they were perceptibly affected. He had certainly Sd 
What the staff had been saying in their meetings for three 2 
It was his fantasy as well as ours, and of course the desire to He 
the favorite son had much to do with his religious preoccupations 
and with the jealousy, the tri 
had occurred around him 
tainship"; 


angles which he had set up or which 
; and the dream of the rise to “chief 
and it was also what he was thinking, projected i 
a question as if it were what "they" were thinking. It is to be 
noted that this followed immediately after an interpretation, 
filling the blank by what he interpreted as a “kind comment, 
for I had tacitly permitted him to be the favorite son, and as à 
matter of fact he sat down as he began his interpretation. 
The group remained silent, and again he reverted to pseudo- 
Japanese, both because of his frustration and because of his Se 
Sire to taunt the others into talking. But, suddenly checking 
himself in midair he said, “I shouldn't be t 


ing crazy. ?3 This 
alking crazy. I 
was a self-corrective phenomenon to which 


the group had con- 
tributed by nonverbal messages. The pseudo-Japanese was ad- 


dressed to the group; and he would probably have reverted into 
Just as he had ended his first meeting by saying, 


"I shouldn't be talking like 
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delusi "TES i 
lusional material if the community had not been the assem- 


bled moderating audience. 
he hour was now up, and I summarized it in terms of dreams, 


wishes, and wish fulfillment. 


Ihe Friday hour will be touched upon very briefly to conclude 
the report on this series of meetings with what happened after 
the favorite son interpretation. There were nine new patients in 
the group on Friday, and, after a period of silence, one of these 
"What are these meetings for?” 


57 A j p 
pened the discussion by asking, 
Then Navaro 


Pu one replied. We were starting all over again. 
Spoke, "I am physically sick. I want medicine," denying his 
mental illness, and he elaborated upon this idea. 

ig Smith made some vague comments 


5 he was speakii 

a ) T i 

about a fight; there had apparently been a pushing encounter 
e. Then 


between Navaro and him in the lavatory the night before 

Navaro by gestures and mimicry, and 
in a bizarre manner. The old chief, 
at appropriate moments 
Navaro, “But you are 
immediately discernible 


he began to provoke 
Navaro responded by acting 
who played the role of the comic, making 
brief. but pertinent. comments, said to 
crazy.“ The remark did not have an 

nt, but it did on the others. 

the meeting had opened was 
meeting, "The 


impact on the patie 

Then the question with which 
answered by another new patient in his first 
meetings are held to find out whether you are crazy or not." 
He had interpreted them in the light of the context of his first 
meeting. 

There was another period of silence, 
admitted, "I am crazy.” 

Smith replied, “The trouble with you is that you're jealous.” 
(Smith was probably speaking about himself, and he was aware 
of his jealousy. He felt that he had the doctor, and Navaro felt 
that he had the group. Smith was aware of a latent homosexual 
problem, but it seems doubtful that Navaro was.) At this there 
Was a roar of laughter from the group. id I immediately asked, 
“Why did you laugh at the word ‘jealous: There was silence. 

Undoubtedly the laughter was partly at Smith, because they 
all perceived that jealousy was his problem, but it was also the 


and Navaro belatedly 


al 
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delayed release of the tension which had been built up since 
the chief had said, “But you are crazy." References in the meet- 
ings to the word "crazy" were usually made much more vaguely 
than this—for example, one patient would say, “Crazy people 
are in psychiatric wards,” and another would reply, “Well?” They 
could all laugh at this. But direct confrontation was nothing 
laugh at. It was only with the word "jealousy"—used as the cause 
of his trouble, i.e., "crazy"—that the group could release He 
tension within them. The new patient now repeated, "What 
is this? What are we doing?” He was not satisfied with the 
explanation that they were meeting to find out whether they 
were crazy. This was discussed by the group for a while, and 
Navaro, in justification of his own "strength," stated, "I tell 
everybody what they ought to do." 

Smith, turning to him, began sputteringly, "You . . you . - yon 
go to.. Then, in an interesting correction of himself in stride, 
he said, “I oughtn't to tell you what to do.” In a sense this was 
a clarification of his role 
of self from the group, 
first meeting he had s 


in the group and his own separation 
his finding of his own identity. In Has 
aid he shouldn't be talking about his 
brother for fear he would be thrown in the brig, and he par 
ended the last meeting by saying that he shouldn't talk in 2 
pseudo-Japanese jargon: but now he is talking about what y 
should not do in terms of social relationships. Towards the 5 
of the meeting Smith used the word “friends,” and I summarizec 
the meeting in terms of friendship, friendliness, and the feelings 
between people. Thus we see that, on the last day of the week, 
Smith is getting along satisfactorily, though like "Thursday 5 
child, he has a long way to go. 

The following Monday was Smith's last day on the ward. He 
maintained, "I am feeling good, Doctor," and manifested great 
self-control at the Monday meeting. Navaro did not sit across 
from him, and there was little mimicry between them. The overt 
hostility had ended. 


CHAPTER IX 


FURTHER EXAMPLES OF 
COMMUNITY MEETINGS 
ON OFFICERS AND MEN 


Tue following meetings were focused particularly on an officer, 
Lieutenant Brewster, who was suffering from a moderately severe 
paranoid schizophrenic reaction. But a secondary drama was 
also played out around a highly delusional enlisted man named 
Jones. 

On Monday, the first day of 
on the ward. When I came in to st 
had already drawn their chairs into 
Cagerness to get on with the business o 
patient who had been admitted over the weekend, had refused 
to join the group because, as he told the nurse, "I know all about 
meetings." He was sitting 
radio. Though I persuaded 
his first hour. 


this series, there were 97 patients 
art the meeting, many of them 

position, indicating some 
f the day. But Jones, a new 


these ; etg , 
hese meetings. They're Communist 
alone at the far end of the ward by the 
al silence throughout t 


him to join us, he sat in tot 
when Brewster, who had also 


I had hardly taken my chair 
been admitted over the weekend, and sat directly opposite me in 
the “guest-of-honor chair,” asked, "Is it all right if I speak about 
how I feel?” I assured him that it was, and he began, as if giving 

“I am reminded of a joke about Groucho 
Marx. An 80-year-old man, describing his life to Groucho, said, 
r drunk or smoked. That's living.’ 
say for it’.” 
continued self- 


an after-dinner speech: 


1 play tennis and I have neve 
And Groucho replied, That's all you can 
z No one laughed, and after a slight pause he 
importantly, “I am Lieutenant Brewster. I want to go ashore 
and I want to have a drink.” Again a pause, and again no 


laughter. 
Trying once more, he said, “When I was sent to Cellblock 41 
at ———— Hospital (laughter from many in the group), I was 
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hauled by four corpsmen to the quiet room." . . . "When I turned 
in on the sick list, the doctor said, "Bub, chile we were drinking 
tea and eating together we got to be good Iriends— Lieutenant, 
he said, I'm sorry about you going to ———— Hospital." Then 
he told us that when he had asked for writing paper at IUS 
Hospital the nurse there had said to him, "Your rank won't do 
anything for you here." 

I had not yet had an individual interview with Brewster, 
for he had been admitted only the night before from overseas. an 
restraints and sedated). But from these opening communications 
to the group a number of inferences could be drawn. The nature 


of his joke, ridiculing the impotent old man, and his boast of hi 
own physical prow 


ss (it took four corpsmen to cope with him) 
suggested a conflict about his strength and size having its il 
in infancy and early childhood. His deep concern with status 
was shown both in his announcement of his own officer status (by 
Self a slightly higher rank than he actually 
held) and in his account. of himself hobnobbing with "impor- 
tant" people, by which he was impressing upon the other patients 
that he was more powerful than they by virtue of his office! 
status. Yet he also revealed an ambivalence and conflict about 
his present status in the incident which he told about the 
nurse and in the extremely ambivalent image of himself—power- 
ful-powerless—which he presented. 

His conflict with authority and his search for a good father 
seemed apparent, and his reiteration of the theme of his own 
Status, his own self-improvement 


implication giving hin 


^ į E 1 
and his own authority suggestec 
a deep wish to displace a punitive father 

So far the only response which 


Brewsters communications 
had elicited from the group h 


ad been laughter when he ridiculed 
the previous hospital, displacing his der on upon the hospital 
by the use of the word “cellblock.” Since no one had picked up 
his cues, he began to repeat his boast of physical prowess, now 
in the form of a threat, “If I Set upset, it'll take four corpsmen to 


24. In a later interview with the patient, I was told that his father, an unskilled 


"ally cruel to the patient as a 
child, beating him mercilessly. “I was scared to death of my father and had fears 


at night,” he told me. It is interesting also. in the light of the patient’s repeated 
references to “four” corpsmen, that he had four siblings, all brothers. 


laborer, was alcoholic, domineering, and often bru 
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Dd p room." He laughed as he said this. Then 
Pn d 85 m an p and a BRUIT He went 
EE occasions he "ran the ship, and how he got 
chewed out" in the captain's quarters over the "green cloth," 
and how he was a graduate of college and a friend of a college 
professor, and how he had several times been a counsel for enlisted 
men at court martial. 

To this he got a response: at the mention of 
another paranoid schizophrenic patient named Euler, who was 
in disciplinary status and who was literally shaking because of 
his fear and hatred of authority, interrupted this long, boastful 
harangue, “Why do you call officers gentlemen?” 
taken aback, modified it, “They aren't 


“court martial,” 


Brewster, somewhat 
all gentlemen.” 

No,“ Euler pronounced with cle 
nine out of ten of them are rats." 

The court martial had set Euler off. He could not endure the 
thought of this intolerable “father figure” speaking for him. 
But he had chosen to draw the line of attack on the question 
of “officers and gentlemen." 
pt to identify himself with the enlisted 
told how he had come up 
e, this was also a re- 


nched fists, “They're rats— 


Brewster, in an attem 
men to elicit their sympathy, now 
through the ranks. (In a sense, of cours 
affirmation of his potency. and also evidence that he was more 
potent than they.) But the angry exchange continued. 

I brought the problem into focus in the following way, It 
important emotional subject. 


seems you are dealing with a very 
a gentleman? Per- 


and you are talking in generalities. What is 
Ip clarify this." 


haps we can get a clear definition to he 
a man who treats you 


Euler replied at once, “A gentleman is 
squarely and like a human being." 
"Perhaps you could tell us specifically abo 
officers," I proposed. There was a pause, 
My question immediately 
nunicated to me in an 


ut your feelings about 
and I added, "Some- 


thing that happened?" meant to Euler 


something which he had previously com! 
interview. 

“You mean the court martial?” 

“Go ahead.” 
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Euler then told about the experience which had precipitated 
him into the discussion—how a high ranking officer at his station 
had treated him like a gentleman, even complimenting him E 
his class standing, and had then given him a summary adi 
martial for being thirteen miles out of bounds. He Kent on 1 
this into a tirade against officers, ending with, “Officers "e 
enlisted men are kept apart." Brewster, llaunting his SES ig 
Euler's face, asked, “Why do you think they do that?” Euler 
replied, “To avoid riots.” 

I interrupted: “We have had 
never have riots.” Euler 


many officers on this ward; 105 
replied, It's different here," and ea 
he returned to his tirade against officers. I asked him. "Do e 
feel that way about me?" “No, Sir," he replied, “You're é 
doctor, sir." as 

At this point another patient—a chief warrant officer who t) 
only moderately ill with a neurotic disorder—spoke very ia ond 
ly of his feelings as a career Naval officer who had come up mi 
the ranks. Some officers, he acknowledged, did wrong things: he 
was on a duty station where 


x dee ion. 
an officer was under investigat 
“But,” he believed, 


“most everybody here tries to be a gentle- 
man.” He added, making it clear th 
too, "It isn't just. officers. 
thankful for the “rest” 


at he meant the enlisted mee 
For himself, he went on, he bus 
that he was getting in the hospital, a 
he felt friendly and grateful toward the doctors, nurses, ane 
corpsmen, 


i ini i zuler said sin- 
Immediately after he had finished speaking, Euler said i 
- ^ z xu ed. 
cerely, Thank you,” and several other patients, oby iously mov 
expressed appreciation. 


a 5 x » search 

The chief warrant officer had brought to an end the seal à 
for a definition of the word gentleman by, in effect, pointing 
by way of examples to themselves, 


He had also averted the 
colli 


ion which had seemed imminent. I saw in Euler's immedi- 
ate “Thank you” both an expression of courtesy to the chief 
warrant officer as gentleman—the good father symbol and bene- 
volent authority—and an expression of contempt for the lieuten- 
ant as officer—the symbol of bad father and rigid authority. 
The others who had joined their appreciation to his were. I feli 
expressing relief that the issue had been brought to a close. They 
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from his describing 


must also have taken comfort, I thought, 
for it fitted in 


the mental hospital as a place in which to “rest,” 
With their wish to deny their mental illness. 

At this point Brewster, attempting to share in the group 
approval, identified with the chief warrant officer: That's exact- 
ly how I feel, too.” Then, following out his own problem in 
rather than attack, he spoke of his 


terms of identification now, 
and of the things he could 


u 1 t ; 
nhappiness in childhood and college 
an inferiority complex because my 


1 per te : 
lot have, "I grew up with 
' he said. 


parents were foreign born and spoke with an accent,’ 
ign extraction swore quietly. 

a close and I wanted some 
k 41 at —— Hospi 


At this, another patient of fore 
The time was now drawing to 
clarification on the experience in Cellbloc 
tal before the conclusion of the meeting. I asked whether he 
would like to talk about this experience. 
$ He accepted with some relish. “They were trying to drive me 
insane,” he told us. “I was placed 
injections of sodium amytal. I was put i 
In the ‘cell, that was t 
* He told how he had beaten against 
on the second night he had 
"Don't come in by yourself— 
four corpsmen." So four 


in the quiet room and given 
n the ‘cell’ because I was 


outing on the ward. he first time 


I ever got down and prayed. 
the door of the quiet room, and how 
Shouted to a corpsman who came by. 
I might kill you. You'd better get 
Corpsmen came and held him down while he received a barbital 
injection. As he described the episode, he seemed to be saying 
that he had almost invited the use of the quiet room and the 
medication. Certainly he had dared the corpsmen to seclude him 
by his threats of aggression, perhaps inviting the seclusion room 
and then inviting an escape by sleep with the drugs, and freeing 
himself. from guilt by the "necessary" force and needle. 

When he had finished telling this, a. patient named Richards, 
Who had not previously spoken, him thoughtfully, "Ic 
you went back to the service now, you treat your men 
differently?” Brewster replied, “No. I carry out my orders." 
I asked Richards, "Did you have something else in mind?" He 
paused and then said, "Yes, I wouldn't want to serve under him.“ 

Brewster now returned to comments about coll 
midst of them a corpsman put a penetrating question to him, 


said to 
would 


ege. In the 
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“You said you did poorly the first semester in college, and seis 
did well. Why was there a change?” We were never to m 
what actually happened at that moment in college, but we pes 
assume that it was something very meaningful for it was s 
and repressed and sloughed off in Brewster's mock-deferentia 
reply, There are psychologis 


ss 
s here who can answer that. 
He began talking 


about it in a garbled, unintelligible n 
Here | commanded, “Be specific.” When he attempted to Bum 
my command but was unable to unravel the story, I became mant 
specific. "Were you ever afraid?" I asked, careful not to indicate 
time or place. 
"Yes," he replied. 
when they held me 
very strong. 


"When I had a hernia operation I screamed 
and tied me down. I am very strong. I an! 
I don't want to kill anyone here." 

Perhaps this was 


: č iet room tO 
a clue to the meaning of the quiet roo! 
him. In 


a quick staccato sequence he tells that he was held dow” 
that he had an Operation in the inguinal region, and twice us 
asserts his own potency, “I am very strong. I am very strong 

(In the present tense.) Now the impotency conflict, the aggression 
and the fears of bodily injury while 
Suggested, and his real fee 
are exposed in the st 
a denial of his e 


asleep or held 5 
lings in relation to others in hospita? 
atement, “I don't want to kill anyone cipe 
arly murderous fantasies toward his cruel €— 
and his feelings perhaps toward anyone who would hold hi! 


á iE A OSEE and 
down and harm his body. The fear of death here is very real, 4 
so also are the sexual implication 


At this point the discussion turned 


TON 
to the fear of being hu 
and the de 


re to hurt, or the controlled impulse to hurt, 5 
Brewster now told a short story, “One day when I was abore 
a tin can (destroyer), I was on deck and I was scared. We were 
in collision position, headed for a carrier, I didn't know what to 
do, but I did something because I had to. 


I changed the course 


- The operation is not presumed as being specifically pathogenic in this mans 
ss, but his communications here certainly confirm the earlier inference as to his 
castration fears. The fact that this aspect of his Problem is not dealt with directly 
leads in some degree to the repression of the deeper anxiety-provoking factors in 
this patient’s illness; and the reason why the direct approach has not been taken in 


ained by two very simple aphorisms: 
(1) If you can't help. don't harm: and (2) Don't raise more dust than you can settle 


this rapidly changing group can best be expl 
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to shar B i 
arp port and rang the alarm so the captam came running. 


W € narrowly missed a collision.” 
E s peus of com has many implications. One is that the 
iis ia Lern of crisis, had acted to save his little ship, 
Mee 2 SERES surely have demolished iE the two had 
. sh 5 hero of the moment. “I didn't know what 
W im ee weil: because I had to. The story thus 
T 1 n in ne that the potency-impotency conflict was 
Pi Seat oe 8 here and hus it was directly related to 
planted and Pec 5 woke PA epp rod sud 
Crew, and its most impor s » a a 2 7 ES n ue daa 
Rs portant member himself. 
My Sable DE bera I es to discuss this aspect of Brewster's 
MIL I winy the group. Instead, I said, “Isn t this story 
pes E this hour? You are in collision position here too, 
85 18 yead-on with another patient. Everyone deals with such 
hen iy in his own way. We draw on whatever experience we 
„ NES you have told us about, a collision was 
5 8 n ny a een een of circumstances: judgment, sound 
s, and the ‘skipper’s’ intervention. 
du RN and Euler scemed struck. by the analogy. There 
sh in the ward. Finally Brewster said softly, "I don't want 
to monopolize the meeting." (This comment, of course, is a 
denial, for he had meant to do precisely that.) 
and in summarizing the hour I p 
ll us something about 


he importance of 


Our time was now up, ointed 


0 : 

5 that Brewster had felt the need to te 
limself s ; 
imself so that we would understand him and t 
tatus to him. "He has told us about his childhood experiences 


a T f 
nd his fears, with many references to status, and has touched 
riority. Some of his com- 


u is ? 3 d 
pon questions of superiority and infe 
agonistic, and 


ments made the group feel uncomfortable and ant 
that is the reason why we were all relieved by the chief warrant 
Officer's remarks on officers and gentlemen. And finally, we 
have ended the discussion with a story which more or less illus- 
trates what has happened here with us during t 


The meeting reported here has been looked at 
in which he has brought to 


status situation. in which 


he hour." 
almost as if it 


were an analytic hour with Brewster, 
light a conflict in relationship to the 
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he finds himself at this time. But it must be borne in mind aA 
other things were happening in regard to almost all s xs 
patients also, and some of these were obvious in their ye b. 15 
tions. Most striking, perhaps, was the fact that Euler's 5 ge 
disappeared after his outburst; it was never again observed during 
a meeting, although it whs s 


: i inary eae: qul 
ull apparent in his interviews 
me. It must also be rememb 


ered that it was the pressure of 
8roup, and only indirect y the leader, that led Brewster E 
step by step, to the traumatic psychological experience of 

hernia operation. 
permitted the 
and made the 


l ren De 
As the most verbal member of the grou] flict 
: 8 on 
greatest understanding of his individual cc 
f 1 26 
greatest use of the group in therapy. 


Throughout the next meeting it was obvious that ndi 
symptomatic tremor had not returned; however, he did not nad 
today. It was very frequently observed that when someone he 
Spoken angrily on one d 


: à 27 
ay, he was silent the next day. 0 
5 . à : esti rc 
The meeting began, as Yesterday's had, with a question 
Brewster, addressed to me, 
— 


26. Following 


„ e RS E 
“How are you this morning? 


the meeting I saw Brewst 
and cooperative, though it was obvious 
all authority. I learned tha 
transit he had liter. 
frightened by the r 
phobia. He beg: 
grow sm 


a "asant 
y pleasi 
er in an interview and found him wards 
5 ility towa 
that he had suspicions and hostility nal in 
H $, i p ospita 
at when he was in the quiet room in the h 5 as 


ally thought of himself as a prisoner in a cell. Moreove "austro 
larrowness of the confines, which reawakened an carly 11 sold 
an pacing the room to me uns im 
aller and he would be crushed. 

to the traditional use of s 


the space repeatedly, fe 19 37 
ally having driven those attending 13 
lation and the seclusion room, his fear and 55 
he was going crazy was affirmed and then came his alarm that he would be 


in the 
* Pus " p 7 ^ alone in 
violent and kill someone: the someone would be a corpsman who came al 
quiet room, 


asking 


int and 
but not if he came in a group of four. He was asking for E pe 
for the corpsmen to "overpower" him; that he did not resist and aon à 
quietly on the floor while he was given an injection of sodium amytal has 1 
tions, further confirmed by the statement, “The more I talk the more I get 
up” (sic); and the more he talked in the quiet room 
more he was held down and "given the business. 


T the 
and beat on the wall, 


It is also significant that on the ward after the meeting 


ake the 
he began to take t 
mother's or the nurs 


anise 
+ meddlesome by ru 

i 5 away i ing those 
A icitous care, keeping the corpsmen away if he could, bathing t 
ning and over solicitous care, keeping th I y 


: 8 6-43 all 
who soiled themselves, and then saying. "I am a two-time loser, and have lost ; 
self-respect.” This particular comment he made to me in a requested interview. I 

“If-respect. s pa a A 8 8 i Ns 
was cett desperately to recoup and to regain his self-respect, which in the mee 


A was his commis- 


role with the patients-being. however. 


ing itself had been discussed in terms of status, for which exhibit 
Sion as officer and gentleman. 
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Sort of semi-joking reversal of roles was quietly ignored. Un- 
abashed, he went on, "The spaghetti was good last night," and 
several patients agreed with him. He then joked about the hospi- 
tal: “No liberty . ... Ha ha ha!" No one joined in his laughter. 


There was a silence of several minutes, which was broken by 
ad yesterday said that he would not 


There's something I'd like to say," 
€ began. "Why it is that I feel so comfortable in this hospital and 
not i aT 

ot in others? When the doctor walks on the ward everyone perks 


u , 
p. A good doctor treats people, sees them, and wants to help 
e doctors who aren't worth anything.” 


Richards, the patient who h 
want to serve under Brewster: 


them. I’ve seen som 
I asked, “What hospital are you thinking of?” 
_ He named the hospital which Brewster had spoken of yesterday 
in telling about his quiet room experience. Several of the patients 
had been in that hospital together, and they vividly described 
the use of restraints and told about the loss of self-respect that 
one suffers in being tied up. The gist of the discussion can be 
summarized in Richards’ concluding comment: "They don't 


treat people with human dignity." 
~= 

, 27. In an interview with me 
Since the meeting." When I pointed out that it wa 
it’s the first time in three y 
and I were getting along pretty 
anger. It was sort ofa 
and butted i d, ‘Remember, he's a 
ets keep it that way. He tried to 
alk to the Lieu- 


r said that he had "felt terrible 


after the meeting Eule 
and say 


as good he could talk out 
ears, though what really 


how 

a he felt, he replied, "Yes. 

shook me was thi 5 
Ok me was this: After the meeting the Lieutenant 

and there wasn't any particul 


went and talking together. 
friendly talk, and a corpsman came up 
White hat, and you're an enlisted man and | 
separate us, and then I really got shook, and I tried once later to ta 


tenant but I can’t... I won't talk to him.” 

What was accomplished for Euler in the meeting was largely undone by the in- 
man. To Euler, it meant 
c same fear in him. 
had been ace 
ater discussed with the corps- 
action was moti- 


that the corpsman was 
The fact that his 
omplished in the 


Sensitive behavior of this cor} 
afraid they would fight, and it r 
still absent, however, showed that what | 
meeting had not been altogether undone. This was 
man in the learning-on-the-job process. It was my fecling that his 
vated not only by fear of a fight, but 1s wish for one. 
Another patient who requested to sce » had been 
silent during the meeting. s d, "I just sat taking it all in. 
the group. but I was thinking that some of the things the o 


but that he was ‘stuck on himself. I worked at the swimming I 
arc not. by what he said about 


e gentlemen, 


activated. th 


tremor 


by an unconsciot 


me in the afternoon, one whe 
I didn't say anything in 


fficer said were right 
bool and some of 
1 was struck 
he said that he was. Now 
announce that he is a 


the officers are gentlemen and some 
Officers, that he didn’t say all officers wer 
What struck me as strange is this: Why should a gentleman 
gentleman?” 
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: : 5 J eome jack of 
At this point Brewster broke in, “Yes, but I feel some lac 
dignity here. I can't have 


a ; y when 
matches. I can't play ping pong W 
I want to. I can't ge 


t out when I want to.” 
"Are matches and ping 
"No, but it makes me 

into a second sea Story as 


pong so important?" I asked oe 
angry," he replied. Then he ao ie 
an analogy: "Once I was on deck, Es 
The chief said, ‘Mr, Brewster, you re S 
I thought of putting him on report; not that he 
was wrong, but I didn't want to t 
of white hats. But I ended up doit 
refuel at sea someone might 
of the ship. 


we were refueling at sea. 
the damn Way.’ 


: lot 
ake all that in front of a 


: she you 

1g Nothing, because when ie 
7 ^ — x SSII £ 

get his hand cut off in the tossing 


"Again you tell us 
bearing on the 
being able to 

8 


a story,” I reminded him, "that has e: 
Situation here, about being criticized and 8 
do what you would like to. Without replying 
to me, he went over to the Chief warrant officer (who was ^s 
lower rank than he) and knelt before him to light his cigarett 
from the warrant officer's cigarette. , 
There was silence for a few minutes and Jones, the wei 
ay been reluctant to join our ccr 
now spoke for the first time in the group, “I socie 
think you should pry into people's lives in groups . . . It d a 
you feel uncomfortable.” I asked, “Why is that?" and he answered. 


ie s : a : sified informa: 
Tt has something to do with Communism and classified info 
tion,” 


phrenic who had yesterd 
ist meeting,” 


" 19 »asiness 
But we were not, for the moment, to pursue Jones’ uncasi 


3 N 8 S rut. REDE. . es life in 
about exposing the "classified information" of one's 
public, for Richards himself turned 
subject, by a personal interpret 
"A father should explain things 


the discussion to a related 
ation of the lieutenant's eod 
to his child if he expects g00c 
behavior." Brewster took issue with him, 
the boy would ask why the stars came out 
Richards objected, “That's off the 


ie , f 
Maybe he can't. u 
» What would you say? 


subject.” “No,” the lieuten- 
ant said; “I’ve had courses in astronomy. (Laughter) Richard 


28. In this story he has again verbalized his castration fears in a displaced fashion 


and has revealed his feelings of inferiority in the fact that it was not in hi 


to put the chief on report or to disobey the chief's implie 
way. 


“power 
d order to get out of the 
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ees him, “What would you have said?” and Brewster, who had 
d LUN pes n^ speechless. “Well,” 
inet cn p 55 vho na l not spoken in the group before 
5 nis flight into astronomy by dreamily murmur- 
Br ye stars are out all the time." 
5 there was a short silence, and then Brewster an- 
1 F am an officer and a man (sic). 1 don't like to be 
Ei ed as a boy. Jam a man. At 17 I was doing a man's work.” 
Pe 5 dismissed this with a terse comment, “Lots of people 
. ewster repeated again, "I am an officer and a man." 
I and a heretofore mute catatonic schizo- 
thy Fant ar a on the ward for 10 days and had never 
Mr Re a ia i all that time, stood up, walked across the 
b aced Brewster squarely, and quietly and without ex- 
ee made a judgment: "Qver-rated." Then he returned to 
lis chair and sat down, resuming his monumental silence. There 


was y K a 
as a burst of laughter from the group. 


in this meeting because 


I E : : 
had felt somewhat uncomfortable 
number 


of the very obviously friendly and warm feelings that a 
a bos had expressed about me and about the hospital 
d sin f. I was uncomfortable, as if they shouldn't say these 
quur. t was my opinion that the pressure of this group fore- 
stalled analysis of these transference and counter-transference 
this feeling was communicated 
; in which I had questioned 
ion and restraints were not 


feelings. Perhaps something of 
ta them by the mildly dramatic way 
their surprise at the fact that sedat 
used on our ward. So I summarized the hour in terms of one’s 


ight to expect dignified human treatment: hy should a 
ated with consideration and at 


patient be surprised at being tre 
Ip him? Isn't this the function 


the z : A 
1e doctor and staff wanting to he 


Of a hospital?” 


exciting and intense one in 
ewster by Jones. To under- 
a few facts from his history 
| man with only a few 

to the sick list at 
of schizophrenic re- 


Ihe Wednesday hour was an 
Which the limelight was taken from Br 
stand Jones’ behavior in this meeting. 
are needed. He was a 20-year-old enlistec 
months of service who had been admitted 
another Naval hospital where a diagnosis 
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action, paranoid type, was established. He manifested abet 
mannerisms and attitudes, seclusiveness, delusions, and . 
ideas. Because of a fear that his food was being Bum i 
had lost 20 pounds prior to his admission and another 10 pos ex 
ital. The note from this hospital, 87 
27 days, reported that he had been dice 
with an ataractic drug with no noticeable effect. "His come 
ications were incomplete, fragmented sentences, he was 5 
dered, his affect was inappropriate, he refused to take 98 0 
pills, maintaining they were poisoned." One day, the note te 

he had loudly denounced 


while in the previous hosp 
he had remained for 


“ere 
the corpsmen as fiends V9 Idi 
burning him with an electric needle and making a dope E 1210 
out of him. He raised his pajamas to show a scar on his t ee 
which he claimed they had caused. The patient refused to q 1118 
down despite repeated warnings, and was forcibly placed in 
quiet room by sever: 
When admitted to 
stare, holding his 
room in 


al corpsmen, one of whom he 1 
our ward he sat in my office with a pes 
body rieid, and looked furtively about ur 
à Suspicious manner. His cigarettes, he told me, he 

been poisoned with acid at the | 
been poisoned, he w 
men and cosmic 
the age of 9, 


ed 


: 1 
ast hospital, the trii i 
as getting electric treatment from the Mie 
rays from the Communists. I learned Lud 
he had sustained a severe burn on the left 7 
which required Skin grafts, His mother was pregnant at 
time of the burn, he said: 


PvE. ala amin <one listed 
but as no sibling of this age was 
on his enlistment shee 


p >en fantasy: 
t, the pregnancy could have been 80 his 
ed : , UN TM ter this 7 
or the information denied or concealed. Shortly afte ied. The 
; £ EN E remarried. 
father had died, and a month later his mother had remz 1 
Patient denounced his stepfather and said, There aren't eines 
SR eL afar ^ mc 
Words to describe how bad he is. Shortly after. the : and 
remarriage, the boy went to live with the other e der 
oT se 
12 8 15 ri to the other because 
seemed to have gone from one des : setine now 
couldn't afford and didn't trust me. The group meeting 
described was the third meeting which he had egens 9 
re r €i ini 4 a $ 
It began with Brewster complaining about the old be a 
basketballs that were the only ones available in the courtyar f 
But Jones interrupted this complaint, to the mild surprise o 
Brewster "Bi saying, "Could I speak? I am having burns from 
ster, saying, 
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someone in the room.” He stood up and lifted his pajama top to 
show his abdomen, meanwhile talking about Communists and 
his fear of “getting people in trouble if I talk too much." An 
older chief, suffering from a neurotic depression, examined 
Jones' abdomen and said, "I don't see any burns." 

] Then Jones went on to another delusion, "The men in the 
Service are stealing money." The chief, speaking as a sort of elder 
Statesman for the Navy, denied this, "I have had 13 years in the 
Service, and I don't think you're right." Then he turned to Jones 
and advised him, "If you need to go to a surgeon, you 80 to a 
Surgeon. If you need a doctor, you go to a medical man. If you 


1 x ; pr 
ave some problem of a mental sort, you go to a psychiatris i 
aps giving evidence of his mental problem, 


Jones continued, perh 
Paint fumes are 


"The cigarettes are full of acid and poison. 
poisoning me." 

Another schizophrenic patient, who had not previously spok 
said, "When I was 9 my mother's stomach began to get bigger, 
and finally she went to the hospital and had a baby, and when 
she got it she said she had bought it." 


"Could it be that part of your difficulty is an 
not 


en, 


l asked her wher 


I asked Jones, 


emotional illness, 
He answered, with considerable feeling, 


and the things you are experiencing are 
*No." To him, 


this was real. 

Now Brewster volunteered, “If you want me to prepare a 
legal brief for you to act as your counsel, I'll be glad to do it.” 
Jones’ suspiciousness was expressed in a very positive rejection, 
‘No, I don't want you to.” 

Now Jones told us, "I wouldn't d 
I pulled the cup away because th 
ashes in it" Brewster exclaimed, 
There was no answer. 
Jones had enumerated a number of 


could direct the group in 
end up with an "endless" 
Taking the cue from the words, "Can't 
cord called “The Problem 
dialogue between a 
en sitting in a car in 


rink my coffee this morning. 
e Lieutenant was dropping 
“Why didn't you tell me- 


Can't you trust me?” 
It was my feeling that 
fixed delusions and that unless we 
some other fashion, we would probably 
recitation of delusions. 
you trust me?" I now played a short re 
of Trust.’ This record presents a short 


mother and an adolescent girl who had be 
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girl had been doing in the car. The record ends without wu 
solution, without an idea as to what happened other than E 
mother saying, “Well, let me tell you something The risa 
listened attentively; there was no laughter, and there was Bm pum 
Serious consideration, The record not only dealt with trust ve 
with fear of pregnancy and anxiety about sexual behavior. m. 
mother's stomach had Sotten bigger and he had not yes " 
Why. When the record was through, he had regressed i! 


O- 
s $ $ ieible mumb 
different manner; now his words were an unintelligible 

jumbo. 


I said, *Perha 


x €- 
? a record b 
PS you don't want to talk about the rec 

cause of these C 


ommunist fears," He agreed, "Yes. 
But a moment l 
middle of the gror 


it from another 


1e 
ss the room to tl 
ater he stood up, walked across the roon 


:ohted 
Ip, took a cigarette from his pocket and 55 
man's cigarette. He borrowed an ash tray 5 
the chief who had told him to see the psychiatrist, and t id 
resumed his chair, Sitting near me, He had taken a cigarette t 
lit it, though earlier in the hour he had said that the go 
were poisoned with acid and that ashes from the cigarette W 
poison. The pantomime which 


ine t dis- 
had been enacted was ne 
Cussed with the 


nl 

Sroup because it Was so obvious.?? Now py 
many of the patients Started to talk, speaking of trust. dll 
told another sea Story of a near-collision aboard ship. We ipt 
commented, “This Story may have something to do with pe 
is going on in the group.“ This time, in his story, he roi 
Contrary to the captain's known wishes. Jones commented t 

"I was taught to obey orders.” 


1 
: E Ae inne coulc 
The communications which had occurred in this meeting 5 0 
hardly be understood in rational terms. The behavior of J i 

is. ont: E ‘igarette is comment, 
however—both his lighting of the cigarette and his ce 
— 


1 xd 
A — eT ` is disturbe 
29. The interesting development here was Jones turning from his di 


e cigarette—and to socializa 
an in the middle of the Bronk 
he group was quite in PO 
he had struck the corpsman anc 


z A cat 
this meeting Jones began to 
better and the ward seemed to be in a therapeutic state, 


fantasy to possible counterphobie behavior—smoking th 
tion, i. e., getting the cigarette light from nother m 
and borrowing the chief's ash tray. His behavior in i 
to his behavior in the previous hospital, where 
had required seclusion in the quiet room. After 
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E was taught to obey orders! was understandable and rational. 

here was no question but that the group felt extreme sympathy 

„ this patient and wished to help him. They were 

" 1 ie singe when he lit the cigarette. It is difficult to 
> y what effect and meaning the record had. 


Peis surge there were 18 patients in the meeting, and over 
em spoke at some time during the hour. Brewster was 
absent today. At the preceding meeting Jones had demonstrated 
his delusions, but had ended up with some evidence of his ability 


to c "ee x " vr " po x 
cope with reality—"I follow orders It was still somewhat 
the orders which he would follow 
those 


Obscure, however, whether 
Sé idea those dictated only by his own unconscious Or 
; ch others live. The group interest today was centered on 
this question; and the patients were obviously expectant of im- 
provement in Jones and eager to help him. 
: a question from one of the new 
patients, "What's going to happen when we leave here—and try 
to get a job? Will it mean failure?" But this question, though one 
did not elicit 


The meeting opened with 


tha OMM d 
at was usually of deep concern to the group. 
nts were primarily concerned at the 


much r T à 
Nuch response. The patie 
get on with his 


moment with Jones, and seemed to want to 
therapy," as well as to satisfy their curiosity. 

After a minute or so of silence, Jones asked, "May I say some- 
thing?” He then began a confused monologue on the United 
Nations, Communism, politics, needles burning him, and dictator- 
ship. His delusional system, however, now included a striking 
new idea—the idea that our meeting was a United Nations meet- 
Ing. This is just as sick an idea, from the standpoint of appro- 
priateness, as his earlier delusion that we were a bunch of Com- 
munists. On che other hand, it is a more socially adapted delu- 
sion, for the United Nations is a forum, a sort of community in 
Which people with different ideas and feelings try to reach under- 
an speak out forthrightly. Also, 
ig needled and burned, he no 
culprits, he tells us. 


standings, try to cooperate and c 
although he still feels that he is beit 
longer thinks that the corpsmen are the 
And though he still says there is poison in 
smoking as he says so: it is as if he is giving us à signal that he 


the cigarettes, he is 
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does not believe what he is saying, or does not want to Eua e 
The reply to Jones came, as it had yesterday, from the 8 

Referring to a recent Summit meeting of the Big Four, bi 

expressed the view that it is possible to get along peaceably Sen 

other people, even when there are extreme differences D 

them and us. Jones caught up the chiefs point and spoke at sol 


length on his hatred of war and his desire for a world of og 
Cooperation, and tolerance for others, regardless of race, creet, 
or color. 

Another patient then said that ý 
birth but that this fact didn't affect others’ feelings toward pe 
(This denial seemed to express a sense of belonging to this pus 
Now there were comments in quick succession from a num sid 
of patients. A schizophrenic patient said, There are always ! 
little people,"—a statement which, like 
communications, had an 


told in this connection 
people” 


: "^ foreign 
his parents were of forelg 


so many ee, gee 
almost. poetic ring as he said pelles 
about how his father—one of the "little 
—had fought the Mafia in Italy before he had come i^ 
the United States, And another patient, who had so far koni 
sitting silent, listening and observing, spoke of oppression P 
terms of the struggle between good and evil—'"There are pg 
sood people and evil people," he summed up. To Jones a a 
listened, the struggle between good and evil might well aie 
related to his struggle with the repressed ideas that were torme! 
ting him in the form of delusions and hallucinations.*” 


— red 
n n : ; ; "s repor 
30. At this stage ef the meeting one incident occurred which I have not rep 


in context because it meant a great deal more to me than to the group. During 19 
carly part of the meeting one of the new patients sat looking through a he 
occasionally flipping the pag noisily. This type of situ : 
for the leader of a therapeutic community, 
group, he should be directly confronted With 
otherwise he will probably constitute 
later. But the moment of confrontatic 
moment when the group is moving ir 


ation always poses a prO the 
When a new patient openly TAER ge: 
his unsocial behavior at an carly 1 " 
a more serious social problem in the ee à 
on must be carefully selected; it must be 5 
ative spirit, both with each dies 
anent cannot hope to win its suppo 

him, also, must be one which does not 


s z x 5 attacked: 
ing him fec] that he is being attacs 
In the present situation, I felt that the mome 


interestedly discussing the question of coope: 


4 cooper: 
and with the leader, so that the rebellious p: 


of his behavior. The manner of confronting 
further scparate him from the group by mak 


, was 
nt had come when the group 


* is 
‘Hon and tolerance for others. At h 
stage I said. “Just a moment. I want to interrupt the group" (implying that my 


intrusion was parenthetical to the discussion). Turning to the new patient, I said. 
“I wonder why vou read the magazine during the meeting?" 1 did not tell him te 
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Then, after i i 
, after a short s : 1 schi i i 
after a short silence in the group, a schizophrenic pauent 


bega 

n ress PS o » for i i 

2 70 os press Jones gently for the evidence on which he had 
i deas of : E 

de nis ideas of persecution: "What do you mean by this?" 
10 was ins ? hagan $ 7 is? 

12 5 hes against you? (past)." "Why do you feel this?" (present) 
is therapeutic probing f i 

im "can probing forced Jones to admit that he did not 
ow. He was e 15 fi i 

was unable to put his finger on the persecutor. His 


next t à 8 85 : : ; 
comment revealed his ambivalence in regard to the one 
"here and now" was concerned: 


against you." 
meeting." 


father surrogate with whom the 
mue doctors are for you and some doctors are 
BS PASS "I don't know quite what's going on in the 
& had frankly verbalized his confusion. 
The patient who had spoken of good 


confusi ; ; : m ; 
usion as he saw it by saying, "Someone must rule. It's the 
rhaps it is the doctor who will 


doctor here.” 

ctor here." In other words, pe 

Create order ; eu 

ate order out of confusion. Jones agreed. Then he spoke 
FDR died, and of 


of FDR and of how sad he had felt when 
and helping "little people.” He 


to speaking of his own father 


and evil clarified the 


tolerance and cooperation 
moved on immediately from here 
Who, he said, was a Democrat but was also cruel to him and 
0 him and drank. But I don't suppose everybody is a 
Phiten or feels the same way I do.” He was speaking, I in- 

, of his own fantasy of his own father as the bad father 
who had nevertheless belonged to the same political party as the 
300d father. It was at this time that he began to sort out his 
confused "political" feelings from his personal feelings in a 
In recognizing that not all people feel 
is saying that, although we are 


socially acceptable sense 
as he feels about politics, he 
different and have conflicting feelings on things, we C 
Possibly also then these terribly feelings deep within 


an get along. 
diverse 
But in the nature of his emotional 
on to protect himself from telling 


feel I belong here. 1 wouldn't talk 
* Now the patient has 


ot i ms : n 3 
put it down: I merely invited him to tell us why. 


dif 
liculty, I knew that he would have some reas 
“I don't 


ill tell you in person. 
he meetings (feelings which 


ms of confidence about 
this morning after the 
discussion with the 


his secrets to the group. His reply was 
about my feelings in the group, but Tw 
explained his behavior in terms of his feelit 
some of the other patients share) and has also spoken in teri 
the doctor. I said, “AI right, I will see you in the office 


nd then turned back and picked up the thread of the 
ically flung the magazine onto the bed 


t dramati 
yf the meeting. watching Jones 


ags about t 


mceting 
riu The new patient at this poin 
chind him and sat quietly through the rest ¢ 


attentively. 
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himself about the two fathers can be reconciled. his 
Then he spoke in some detail of his hospitalization and of his 
confusion, and he concluded his comments by saying, "I yari s 
apologize if anyone is offended by what I have said, I eee 
The socialization of this patient is indicated by his ied 
for offenses. But since he has not offended anyone, he is ENSE 
in effect apologizing for his father or for what he has said o 
fathers or for what he has thought about his father, for hi: 
feelings of guilt. ee 
No reference was made to this aspect of his iin 
Instead, I said, “You have separated politics from your dee) 
personal feelings to some extent.” Perhaps the tone of my voice, 
the manner in which I spoke, : NOS 
that he had made sense and that I approved the rational oe 
ments which he had made to us. (Yesterday, it will be 3 
direct confrontation with his irrational statements had met wit 
complete denial.) : 
He replied, “Yes well . . . I oet what you are saying, 
that it has something to do with cooperation in this place. pa 
he has come around to saying, in effect, that he does know 
what is going on in the group meeting. 
Over this period of a few me 
had to a degree be 
group living. 


; : feeling 
communicated to him the feeling 


etings Jones’ delusional en 
en dropped, and he had begun to deal w it 
His communications to the group—originally Wr 
coherent and tangential associative productions based on his 
Obsessional delusions—had become fairly meaningful and co 
herent. Moreover, the hold upon him of his fantasies with 
reference to personal persecution 
by his acceptance of a ruler 
slight change in his superego, 
destructive ideas with which 


had been somewhat reduced 
outside himself, perhaps even @ 
fostering repression of the most 
he was obsessed. 

At the close of the meeting other 


R T 
patients commented to n 
on the improvement that Jones was showing, 


to help him. 
they told me, he would occasionally 


though he still tended to stay by him 


They were clearly 
On the ward now: 


play ping pong with them. 
self. 


moved by this and were eager 


3 M en - h "rida xri g k 5o 
If one were to see the Friday meeting in à silent movie. 
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Anm hearing a word that was said, one would know that it 
was tense, for there was an extraordinary amount of movement: 
ME staff came and went throughout the hour; several of the 
SANDER left the room to get chow, handling their keys as they 
i 1 NAE in and out; many patients went to the 
5 ain to gank and several moved from the group to 

acks and back; a great many of them smoked and fidgeted 


and eri : ; ; : 
grimaced and moved their chairs about; and some of them 


Were visibly shaken. 
his was a reflection of the extreme anxiety which 
d around Ingelson, a new patient 


since 


yesterday's meeting had develope 


witl ex. a i y 
1 a homosexual conflict who had yesterday separated himself 


fr 4 
rom the group.*! 

The meeting began with a corpsman setting up chairs for the 
"tients : i 
s ients, a thing that had never been done before (preparing 
the are 7] E : 11 
i arena). The group sat fairly close to me, with Brewster m 
the speaker-of. $ é 4 " 5 

speaker-of-the-house's chair and Ingelson directly behind him. 
i UE £ 
Sog In the interview with him after the m 
Sling desperately with his feelings about homosexuality but tha 
al behavior. He made such statements as 
and vigorous on this subject. 
ird to homosexuality." He was totally 
nat what he really was tr 
that he was homo- 


ceting it was evident that he was strug- 
there had been 
Most people are 
“I admire 


15 overt homoses 
wor “xuals.”* i l 

u nosexuals." He was bitter and hostile 
te Marine i : ; 
Marines for their rough attitude in 


unaware d d 
aware of the genesis of these feelings, and tl 
Ises in himself and his own fear 


zed his childhood as a 
aid. The father whom he 
o know my place in a 
nilitary service. The patient was the 
ince of this is to be under- 
p on the ward. 
ts, which 


ng to do 


was to beat down these impu 
sexual, It is interesting that he characte 
like the Marine: 
was forced t 


"rough story"; he 


had been brought up "rough 
feared had never actually beaten him but, 
rough fashion." He had several years of active n 
nd the extreme importa 
rvice and in the patient grou 
and had a great many figh 
obsessed with the idea 
and was known to have 
Ys diagnosis was passive 

oing 


fourth one of an enormous family 
Stood in light of his difficulties in the s 
He joined the Marines to get something "rough" 
he enjoyed. He had had no d slinary difficulties. He 
“unfair treatment between people 
inding officer. Ingelsor 
guised fear of losing control and d 
hiatric ward from another hospital. 
rised and bitter at being locked up. 
ich he projectec 
"He had been 


that he could not tolerate 


e ai Ji ^ 
mplained of injustice to his comme 


aggressive reacti r $ 
Bgressive reaction. There was a thinly dis, 
M > " * 

olence. When he was transferred to the psye 
and he was surp 


a ideas wh 1 upon others, 


10 explanation was given to him. 
He was full of hatred, not only of his owt 
"ut of inanimate things. “I hate television—I want 


epeatedly approached by homosexuals. This only furt 


to smash it^ 
her increased his anxiety and 


hostility. 
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Brewster opened the discussion, without a moment » ita 
Turning to a colored patient, whom he addressed as chie he 
though his rank was really First Class), he said, denen ie 
called me a son-of-a-bitch. I don't think anyone should be d the 
such names and I resent it. I want to slap him, and I m ne 
corpsmen if they heard slapping it would be me. Chief, I d a 
what you think about this?” By this device he had page ie 
new leader to the STOUp, or at least circumvented me. w pe 
chose the colored patient as his ally is not clear: and the Mm his 
obviously had ambivalent feelings about this, both pae 25 
new status and being concerned to so temper his sage” 
to be liked by the Sroup. He did not back Brewster, but ps per- 
and accepted his appointed role with a benevolent silence, 
haps mimicking me, 


a 
4 : t ORELLI e he hil 
Brewster was playing his caricature officer role to t 


; to 
i TRAE I] us te 
One of the patients took him to task, “Why do you te kia xdi 
call you 'Sir' when we are playing ping pong with you? 

Speaking here about a field of 


et, at 
5 à e meet, 4 
Operation where people n 

least to some degree, 


EAS - losing 

on equal status— where winning or oing 

" E o 180 o 

1 rank; he was speaking also of the or Mas 
s : A s ^ pà 
ard, and of an experience in which all the p: 


has nothing to do wit! 
world of the w 
could share, j ing 

Brewster reiterated, “I am an officer and a gentleman,’ a ent 
the topic from the ping pong table to the green ward oo ways 
Where he said the captain called him by his first name. I 4. Bill 
called him Captain,” he said, “What would he do if I sid. king 
to him?” adding, “Of course, I've been on the beach drinking 
with him," 

"Did you call him by his first name then?" [ asked. „ 
In reply, referring no doubt to enlisted men and e 
quoted, “Never the twain shall meet.” Then he said lott y quA 
group, "Of course if you knew enough about what Kipling We 
thinking, we could talk about it. Kipling, like the captam st 
Was calculated to be difficult for the patients to cope with. T» 
I felt it necessary to come to the defense of the group p cun 
this depreciation of them, so I asked, “What was Kipling thin 
ing?" 


“I don't know him well enough," he replied, with a nervau 
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laugh. The others were silent but smiling. 
Through the early part of the meeting Jones had been talking 
m a confused, disjointed fashion. He had regressed considerably 
as a result of the conflict on the ward, which he could neither 
understand nor easily tolerate. At this point he began to talk 
quite audibly, reciting the delusions which he had expressed 
in the earlier meetings. "That doesn't make sense," I countered. 
At this point he repeated his name and serial number, as if to 
identify himself. It seemed clear that little progress could be 
made with Jones in the present tense ward situation. 

There was a pause and since Brewster had begun the dis- 
Sussion with an anonymous accusation, I now returned to this, 
You talked about ‘someone’. Since you were talking about 
someone on this ward I think you should say his name." He 
Snapped, "I don't." But I persisted, "Well, I think you should." 
Then he said, "All right, it was Ingelson." (Pause, looking 
around.) "I don't see him." 

Ingelson, sitting directly behind him, said, "Em here." 
Other patients again began pointing out to Brewster how an 
officer should behave: and suddenly Jones spoke up, “I respect 
yeu as an officer, but you're a patient like the rest of us.” 

Then Baxter, a schizophrenic patient, burst out angrily, "Yes- 
terday the lieutenant told me that if I had any questions I wanted 
him to answer he would. Well, I was reading a book and came on 
the word ‘neurosis’ so I asked the lieutenant what it meant. 
He said, ‘Look it up!’ How do you think I felt?" and he burst 
into tears, There was an awkward silence, and Baxter stood up. 
Walked to his rack at the far end of the ward, and covered his 
face with a blanket to hide his crying. 

I said, "Will someone go over and see Baxter?" 


talked to Baxter for a while, and 
h him. I then went 


as crying, he told 
the 


The lieutenant walked over, 
then returned, but Baxter did not come wit 
Over to the patient, who was very tense. He w l 
me, because his grandmother had died while he was im 
previous hospital and they wouldn't let him go to her funeral. 
Then he repeated, "How do you think I feel?" (ie, now). 
I suggested that he return to the group. which he readily did after 
drying his eyes. As we returned Ingelson, who had been the 
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provocateur, explained that he was angry and had ben E 
talk because "the lieutenant calls me Private and there are n 
privates in the Navy." 
Brewster arrogantly demanded, 
“I am SA.” 
“Well, I'll call you Seaman.” 
Another patient commented, 
ward and restlessness,” 
“I don’t belong here. 


‘ "sani 
“Well, what is your ran 


^ ; E the 
There's a lot of tension on 


I'm an officer," Brewster said. 
Jones, who had previously be 


i "me out 
en carrying on a monologue ab 
his delusions, suddenly spoke 


5 t «D it one 
out again: "Well, if you hit 
of us you'll be a seaman again." 


Not replying to this, Brewster turned to the "chief": "Do you 
think I did right in not hitting him?” (Ingelson). JÊ” 
The “chief” replied, “Yes, you did right to control yourse n 
Just before the hour ended, a new patient said to me, “I do F 
understand what Jones is saying (about world conflict, Con 


munism, and peace)." I interpreted it and Jones smiled and said, 
“Why won't you let me talk?" 

The Meeting was summ 
relationship to early life 
one’s impulses. 


4 F í ae and in 
arized in terms of conflict now at 


ps á rolling 
conflicts and the problem of contre 


I shall now turn to the 
the Meeting on 
there had been 
on the ward, 
meeting 
with the 


sixth and last meeting in this ee 
the following Monday. Since the last sand p 
12 admissions, and there were now 27 P 
The tension of Friday had relaxed, and the Mon 1 
Was à quiet and thoughtful one, concerned 5 
integration of the many new patients in the 5 

The delusional Jones began the discussion by asking, S 11 
do people spit on food in the galley?” Then he Seele es es 
there was too much seasoning on the food and, with many rele 

ences to race and religion, that the radio w : 
psychological device to reach him. He spoke haltingly, with long 
periods of silence, but he continued speakii 
He even interpreted his own feelings by 
comfortable when he was talking. 


as being used as 
ag for some time. 
Saying that he only felt 


Brewster was more subdued today and More a part of the 
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Sew 
VV = knew that he was being transferred to 
almost as if he were playing a seo is ih cus spem a 
ang Pant he DoT e a y gea without cap ee ing. At 
NEU uns a ly sided with Jones and supported him, at 
cdi ciui Janes stood up, walked across the room, borrowed 
~D e, then turned to Brewster and repeated his previous 
pronouncement: “You're not an officer here: you're only a 
3 = the rest of us." Brewster now to d about seeing 
Gone, TE 7 Mawan and said, everything changed at that 
if this a 8 Sor having hallucinations: and ] said to myself, 
ies diet dope vale = This was a considerable admission for 
ake, particularly the use of the word ha lucinations. 
Jones spoke of his “dreams about Christ.” Immediately follow- 


nt who had not been in any of the previous 
augh at you if you go to 


Ing this, a new patie 
Liles ine eae. l Is 

etings said: "Why is it that people | 
church?” 

Onse 3e 8 z 

Jones, it seemed, was considerably changed, 
although not quite appropriate 
ed from the marked suspicion that 
tings, He had been working 
and he complained in 


kine 3 à laughing and 
Joking in this meeting, ly; his 
affect was appreciably chang 
characterized him in his early mee 
hard on the ward, swabbing the deck, 
rworking the patients. 

suggested that perhaps 
childhood. A 
aid, “It could 
he himself 


the meeting that we were ove 
the complaint, 
people related to his 
the weekend 
in suspecting the service”: 
“You can trust your fellows in the 
d. "Couldn't it be 
acknowledged, 


Jor patient, ignoring 
A nes’ fear and distrust of 
chief w ; 

lief who had been admitted over 


be." Jones "was wrong 
had been in combat and, 
service." Then, gently and intuitively, he aske 
that childhood has something to do with ig" Jones 
It is possible." 

: At one point during the 
in an incoherent fashion, a new patie 


He's nuts." This was a stage in the 
] turned 


rambling 
audibly, 
new 


hour, when Jones was 
nt said, just barely 


Ituration of the 


patient that could not be ignored. to him at once and 
said, "What did you say?" He looked down at the deck and did 
"Of course you said something," adding 


important and we want to 


accu 


not reply. I continued, 
slowly, "Everything that is said is 
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know." He remained silent, so I 
the remark in words which were 
confused; 


turned to Jones and interpreted 
acceptable: "He thinks yo e 
do you think you are confused at times?" 1 E 
“Yes.” The accusing patient, it was clear, felt uneasy and gui 2 
Since no one had given him approval or agreed with im st 
laughed at the "joke," he undoubtedly sensed that this sort 
talk was group-disapproved. 

I summarized the 


SHE "eps T being 
meeung in terms of difficulties about 
different, citing the 


E 4 Á hed at for 
Patients example of being ibo Se be: 
n M B e ship 
Song to church, and in terms of the probable relationshi] 
tween present attitudes 


t 
" iences. Throughou 
and childhood experiences. Throug 
this meeting Inge 


2 > was 
Ison had been silent. But on the ward he 
no longer a disrupting and threatening factor. 

THE THEME OF SUICIDE IN THE 
COMMUNITY MEETING 

At times, particularly when 

deeply depressed patients in the 

of suicide 

lowing two 


[ 
ance O 
there was a preponderanc 


eme 
aT > them 
group on the ward, the 


was brought up in the 
? Meetings illustrate 
to cope with the 
both suicidal 
patients with 
illnesses can, 
othe 


community meetings. The a 
how four depressed patients d 
current feelings, their childhood memories. 195 
and homicidal fantasies. They also illustrate ws 
à common meeting eround in the genesis ol pt 
with some guidance from the therapist, help * e 
r as they help themselves, seeing themselves in the mirro 
the other's story. irder 
The Major themes of these meetings—death, suicide, and mt he 
—developed primarily out of the communications made aps 
group by four patients—Atkinson, Waters, Frederick, and pr n 
whose histories show a number of features in common. All of th 
patients were to some degree homeless. 


EE "un 
All were trying to ! 
away from their unhappy childhood 


f ed 

conflicts and had r 
to find refuge from them in the service. All had got into difficulty 
in the service. All were intent on i 
z SHE S M 

conscious death wishes toward a parent, as was manifest in the 
ons s A : 

Stories. Death was the theme w hich brought them all together fc 
the attempted resolution of conflict. 
Since the first of these patients, Atkinson, 


E > Ae 
self-destruction and had ul 


Was the dominant 
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px 1 will be . Nie. 
LS a sie s been in erred from the Far 
vehicle at „„ io ent 5 ms íi ane 
E d y into a taxi 
m an attempt to kill himself. (He had an amnesia for this episode.) 
5 hen faced with the court martial, he feared that he would be- 
come insane; he could not stand confinement. The medical officer 
concurred, and he was admitted to the psychiatric service after 
extensive neurologic study. 

While in the hospital awaiting the court martial, 
to induce a guard to kill him with a pistol; the diagnosis schizo- 


shrenie 4e5 ar " 8 8 
Phrenic reaction, catatonic state, was established. His fears about 
alized outside the brig. 


ather had died, the 


he attempted 


becoming insane in the brig had materi 

But almost a year before this, when his f 

i various symptoms (phobias, ideas 
of reference, and suicidal ideas), and a month before the “acci- 
dent” he had begun to hear his father’s voice. Shortly after the 
ad filed divorce papers in the 
nim in Japan that she had 
, an olficer to 


patient had responded with 


father's death, the patient's wife h 
States, and the Red Cross had notified l 
According to his account 
for emergency leave of absence 
patient, “When (sic) your wife 
developed insomnia and 


had a nervous breakdown. 
Whom he appealed at this time 
refused, saying, according to the 
dies, I'll send you home." After this he 
anorexia and began to cry. 

His father had been an alcoholic, cruel, disagreeable, and criti- 
cal of everything that the patient did. One night when the father 
was beating the mother, the patient took a rifle and shot at him. 
After this the father was even more cruel than before, and finally 


ave home. This, then, is the constellation of 
the murderous impulse which drove Atkinson to join the Marines. 

Then, in the service, the impending disruption of his marriage 
confronted him with the prospect of losing his infant child, with 
whom he strongly identified, to a mother who, he felt, was unfit. 
He was now unable to stand by his own chi 
had been unable for other reasons to stand b 


fusal to grant him leave, and the manner of it, I 
hich he had earlie 


d in which he trie 


forced the boy to le 


Id, just as his father 
y him. With the re- 
ye turned toward 
himself the aggressive feelings w r felt toward his 
father. The two episodes followe d to get other 
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$ z : ; fashion b 
people to kill him—first, in a somewhat anonymous fashion by 


BR xe 2 : Rer cs eiie shoot 
driving his jeep into a taxi and, second, by asking a guard to 
him. But by this time he Was quite psychotic. 


É = 5 aned with à 
The first of the two meetings reported here opened v 


patient talking about his delusion that he had killed pum 
an automobile accident, telling the group that he was ges 
and mixed up and trying to straighten out his thoughts. . 
this, I played a Gordon Jenkins record—one of the dreams fro 

his series, "Seven Dreams"—in which 


irl si intive, low- 
a girl sings a plainti 
down, lonely blues: 


If I owned that lonesome whistle, 
If that railroad tràin was mine, 
I'd find a man a little 


further down the line. 
Far from Crescent Cit 


y's where I'd like to stay, . 
And I bet that lonesome whistle would blow my blues away. 
In response to the record, € 
afraid to talk for fear th 
himself he would do it 
to go past his home e 
dered where it went. 


»omez,? who had previously S 
at if he recalled why he had tried to d 
again, now told us about a train that gs 
Very evening when he was a child. He bes 
He imagined that it went to Mexico, b 


: 1 m. One 
he found it went only to the next tow! 
day he had walked to the 


far they went. 


when he got older 


in 
woods, following the tracks to see m 
But they went beyond the woods, beyond 95 
little world that he knew. He made up his mind that E 
he would 80 on that train, but he never did, for by the iiie ed. 
had grown old enough to do so, the train had been 5 
Here I summarized the theme, “You Can't Go Home Again, 7 
we discussed it. 

ct a I7-year-old patient of Mexican extraction, had been admitted m 


the hospital after he had broken the windows in the brig 
clear suicidal attempt. In his 


sina 


and cut both w 
terview with me he said that he had frequently 
and felt that he was destined to die before he was 
21. At the age of I4, he began to drink heavily. He had never 
along with his mother, and his father, He SANE began to q 
with a rubber hosc." These beatings. which continued to be 
he was 17, must have made him feel murderous tow: 


wanted “to run away from it all 


get 
been able to 8 


i By me 
Mike me and beat 1 j 
ini s ter 
administered even af 
i f ajor 
ard his father, but his mají 
onscious hostility was toward his mother. He joined the Navy when he was “liter- 
conscious a 
ally driven out of home. 
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1 Atkinson told the group about the accident in Japan in 
e . into a taxi, seriously injuring the driver, 
Gace 2 0 amnesia for this episode and how he had been told 

. Another patient said, "Perhaps he doesn't want to re- 
member." 

eia acd I suggested, "you are depressed over something that 

pened earlier.’ 

* si my father had just died, but I wasn't thinking of it at that 
time," he said; "I don't know what I was thinking." His father, 
he told us, had always wanted him to "follow in his footsteps." 
general summary with which I custom- 


A ener : 
t this point, instead of the 
ade an interpretation concerned 


arily closed the discussion, I m 
tee With this patient—that it seemed as if he wanted to 
a 1 his father’s footsteps even into death, and that perhaps 
1e would feel better when he could remember and share with the 
group the feeling of not wanting to remember for fear of what the 
memory would mean to him. I made no interpretation of the 
deeper meaning in relationship to the murderous constellation. 

ext days meeting, the 


7 , 
When the group assembled for the n 
and 


patients sat close together, mainly congregated opposite me 
around me. As soon as we were seated, I said, There are fewer 
This remark was intended only as a friendly 
gesture, a conversational gambit to get things started; I did not 
Then Waters? remarked conversationally, It 
and I slept well." Gomez 
ht and falling asleep. Why 
“I had the same diffi- 


patients here today.’ 


want a silent hour. 
Was very quiet on the ward last night, 
said, “I didn't. I kept waking up all nig 
Atkinson replied, 
thoughts on our minds." 

identifying himself with the 
but this was contradict- 


does a person do thi: 
culty last night. There are 
Waters, who was clearly a helper. 


leader, had expressed a fecling of comfort: 
ed by the two patients who had spoken in yesterday's meeting. who 


had, in effect, taken the lid off an important part of their lives. 
Anxiety had clearly been provoked and unrest in these two patients 
by yesterday's hour The discussion about the death of father had 
; ay's i 


evoked intense feeling- 


master sergeant, was a chronic alcoholic suffering from 


paranoid ideas. In his drinking he 


33. Waters. à retired 
jnations and deh 
intent on 


j 8 isions, with 
alcoholic halluc i 
a type of self-destruction. 


was running away and 
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Then Waters said, "I want to tell a dream I had.” In the de 
he told us, he was trying to comb his hair, but it wouldn't lie down; 
it kept falling forward. So he took off his head, put it on the table 
before him, combed his hair smoothly into place, and then put 
his head back on. j 

It is difficult to say why Waters told the dream. Partly, perhaps, 
because he had remembered it when he had listened to eph 
yesterday tell about his feelings following his father's death, anc 
partly perhaps to keep the group discussion going. It was not ^ 
recent dream. It had occurred several years earlier. But the tasi 
that its memory had persisted, and that he still sought an under- 
standing of it, was much more important than why he chose to 
tell it at this particular time. I asked him if he was upset about 


: ; 3 Tu ther 
anything at the time of the dream, and he said, “Yes, my mo 
had died just before that.” 


z k ae f in 
The bizarre content of the dream evoked no visible reaction 
; s > drean 

the group. Rather, the patients seemed to assume that the dre 


à 1895 : ; reply 
meant something, and began to question Waters about it. In reply 


he told how he had Lone to see his mother after she had lost D 
leg because of diabetic Sangrene. She knew that she was very ill, 
and she asked him to see that she had a Catholic burial. He had 
told his stepfather (who was a Protestant) that he would do this, 
but when his mother died, the stepfather did not even notify rd 
of her death until after she had been buried. (The rage that he 
felt about this was profound, and his feelings toward the yd 
father evoked again the early Oedipus conflict.) It was at this iA 
he said, that the dream occurred. Waters said, “I am going bac ; 
after my stepfather dies and see that my mother gets the sort 0 
burial I promised her." 

Now it is not quite clear what the interpretation of this dream 
is. Many ideas come to mind, of course, aside from the symbolic 
meaning of hair, castration, et cetera. The first is that something 
had risen to haunt him which must be corrected and made straight. 
But there was the further relatedness of this dream to yesterday's 
communication from Atkinson in the identification of himself 
with his mother—that is, the mother had lost her leg and in the 
dream he had "lost his head,” But he had put it back; he had un- 


done the amputation (or castration). In addition, he had undone 
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ii tee: else. He had even to some degree, perhaps, symboli- 
b a Bie menge death in as bizarre a way as Atkinson 
sinis 9 — a jis attemp! to have a reunion with his father. In 
his Bis ate ie a tis loss of his head is an identification with 
by Aubin its 1 5 a straightening out of matters 
5 5 E d 5 e straiehte 2 S " 

ter, the fulfillment of eas a 
s 8 . mpor tant 


thino EUR ened meee ; 
g that he is saying is that mother had died, and there had been 


Strange feelings evoked in his grief. 

k“ entered the discussion in a characteris- 

Cetin tun 2 igned naivete, he asked, "How are 

of atio es E Somehow or another, by emphasizing the idea 

nim pe jer than the idea of burial, he had attempted to 
group, not only to himself, but away from the topic 


under discussi 5 ae ey ded 
er discussion. A patient sensed this, and said, That isn't the 
at he had promised to do something." After 


subject at hand despite his re- 
agly anxious. This time he 


At this point Frederic 
tic ma i Ff 
€ manner. With a sort of fe 


point; the point is th 
n return of the group to the 
sistance, Frederick became increasit 
attempted to blot out Waters’ dream by telling even more fantastic 
said, he had been to heaven and hell. 


dr e. MP . š 
eams—dreams in which, he 
ams, and to know that 


He see E, x 
n seemed to speak for God in these dre 
Were is a hereafter. 


Another patient asked, Did you dream this?" 
Frederick replied, “T am not 


which turned out 


is be a very penetrating question. 
Sure whether it was a dream or not." 

This was further clarification of th 
Mitted; but, even more important, once 


cati f 
ation was acknowledged as a fantasy, dream o 
—— 

74. Frederick was a 


e information being trans- 
Frederick's communi- 
r nondream, and not 


Seco. 3 ne 20-year-old patient who had been sent to this ward for the 
admission because, while working with airplanes ad done 
several things which endangered the lives of others. In his interview, 
that his parents were divorced when he was 10, and his mother had then married 

mother, he said, "ran away and took 


mv * : * 
S brother and me with him is a slip of the tongue and relates to 
le next statement that the patient made—that he then went to live with his father. 


he father, who had remarried, was an alcoholic. The patient said that he “ran 
i a from his father and went into the e. This patient's xtreme, clown-like 
»ehavior a is fascinati i i ` serous things may perhaps hav 
152 n and his fascination with exotic angerous things a y p Į hi ve 
cen a denial of how he felt toward his alcoholic father, but his major conscious 


hostility was toward his mother. 


in the service, he ha 
he told me 


a mi 
man very much younger t 


servici 


and d 
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as a diversion, its essence became meaningful—namely, he was 5 
ing about death, heaven and hell, and God, and his wish that qe 
will be a hereafter and perhaps a reunion with the mother at ; 
father. This stimulated Gomez to ask, “Does the world stop when 
you die?” ; = 
"No," Frederick replied. Then he quoted the Bible as an 4 
thority for his positior 


: : “Wa 't argue 
1, concluding categorically, "We don't arg 
about the Bible. It's 


Silly to question the Bible." 
This was another sort of smoke 

“silly,” he invited disagreement. 

turned out to be a ve 


screen for, by his use of the we 
But again the intended G 
ry directing phenomenon. Atkinson 3 
“Why is it silly to question the Bible? Isn't it open to interpret? 
tion?” He was now questioning the 1 
question his right to question. 


ght of another member 85 
And From here he moved di 
mediately to the subject which had the deepest meaning for ? 

the vocal members of the 


group—the subject of suicide. 
He had a right, he 


asserted, to kill himself if he didn’t hurt 2 
one else. There was considerable discussion about this, Mice 
interrupted to ask, Is it possible not to hurt someone else if) 

destroy yourself?" 1 that 

A number of patients took the position that it was not anc 

Atkinson's thesis involving 
is alone, Atkinson de 
true. It was perfect] 
his position for ze 
subject. 


the "if" was meaningless, for no «d 
fended his thesis, assuming the "if" to al 
y obvious that he could not be reasoned ds 
ason had little to do with his feelings on v 
To clarify the point, I pointed out to them that ntes 
an inconsistency here; and to substantiate it rather than talk pet 
the “if,” I said to Atkinson, "Yesterday you told us about a ales um 
attempt. which you actually did make, and in which you ipee 
did hurt someone else. When you drove the jeep into a taxi, i 
taxi-driver was seriously hurt, but you were not.” Since he had no 
told the group about his attempt to get the 


guard to shoot him, 


à à t 
I said nothing abou 
š “Tt is interacting md net 
this episode. But I did add, “It is interesting too that, if you ! 


death in a situation of this kind, the other person would have to 
struggle with the problem of having killed you. What you propos” 
would actually disguise the suicide or deny 1b for, though you say 
that it's OK to kill yourself, yet you are having someone else do 


and thus assume responsibility for his death, 
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the j kd EOE Eos 
job. to make it appear as if it is not suicide at all. Don't you 


think ^B ies : ; 5 
ink there is some inconsistency here?” 
d the idea that suicide is 


;»body seemed to want to 


j There was a moment of silence an 
SIR: to murder seemed to sink in, but nc 
n 1 Abant it Frederick once more attempted to divert 

group, this time by returning to the word "Catholic" with a 

. "A preacher in a foreign 
' he said. Despite the pro- 
aking was 


reference to the Pope's recent vision . . 
Konneg has been having some visions,’ 
rasange hostile nature of his remark, his manner of spe 
o humoran; rather than malicious; and the group, undoubted- 
id perceiving this, let his comment go unchallenged. However, it 
S 5 for soon afterward Gomez began to speak, saying 
ae, ough he was a Catholic, this would not keep him from 
suicide, I asked him why, and he replied, “Tf I were in love with 
s person, even if the church disapproved it, it wouldn't keep me 
rom marrying." 
to him was the strongest power in the 


He was saying that love 
that a meaningful link between 


World, and it was at this moment 
death, murder, and suicide was brought to play. 

In terminating the meeting, I briefly reviewed and interpreted 
the main topics which the group had talked about—the question 
of death and of what happens after death; the desire for a sort of 
reunion with mother and father: the dream in which there was an 
identification with the mother and 
perhaps the burial; the question of the "right" 
Where does such a right come from? Who gives it? And, since 
Suicide always hurts someone else, 
1 I then brought the interpretation around to the or 
Ings about death in terms of the foolish need which adults often 
feel to deny death by some sort of subterfuge—for example, by 
telling the child whose father has died, 
parent's fear of facing death thereby confuses and deeply disturbs 
the child. I touched also upon wh means to the 
child—the feeling of being deserted: 
fusion about death and his agonizing won 


and upon the fact that it is only later in life, 
t even 


an attempt to right something, 
to kill one’s self— 


can there be such a "right"? 
igin of feel- 


“He has gone away." The 


at “going away" 
upon the adolescent's con- 


der about the hereafter; 
when one really comes 
up against death, that one begins to ge an inkling as to what 


This was the note upon which the meeting ended. 


1t means. 


CHAPTER X 


COMMUNITY MEETINGS: SOME 
CHARACTERISTIC SITUATIONS 
AND TECHNIQUES 


“onl 
: n : E e con 
Certain types of situations recurred so frequently in th i 
munity meetings that we inevit 


fp ser 
{Ve d extensive obs 
ably developed exte ich 


tions on them and, I believe, some practical skill in Re 
them. In the following pages I shall present some of our exp v 
ences. Since, as in life itself, we learned both from our mares 
and our successes, I shall touch upon both here. But Jam Ing 
any pedagogical sense of the word, attempting a formal and co 

prehensive guide on wh 


shen these 
at to do and what not to do when 
Situations arise. 


ATTITUDES TOWARD INSANITY 


Delusions and Hallucinations. 


m tie categor- 
In terms of diagnostic categ 
les, the largest sinele 


group of patients on the ward during 7 0 
period of the experiment were psychotics (44.4 percent), and fics 
over 90 percent of these were schizophrenics. Delusions and ha AE 
cinations, therefore, played an important role in the mea e 
community. Not only did these symptoms preoccupy the sic the 
patients; they also tended, by their “strangeness,” to a ich 
nonpsychotic patient’s fear of insanity—the very existence of W me 
he wished to deny—and his sense of stigma at being in a men 5 
hospital. Coping with this problem on a healthy social level iie 
a major part of the work of the therapeutic community. Since d 
patients had no actual escape from the ward, some modus urgen 1 
had to be established by which the delusional and nondelusiona 
patients could live comfortably and therapeut 

It did not seem to be an insurmountable disa 
to have both psychotic and nonpsychotic 
ward. In fact, in many instances each see 


ically together. 

dvantage, however, 
patients on the same 
med to have a highly 


[252] 


958 
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ychotics, 
n- 
it, 


therapeutic effect upon the other. By observing the ps 
E less acutely ill patients were often jolted into pulling ther 
selves together so that they would not become, as they saw 
"bee dae often, also, in the cooperative atmosphere of the 

community, their fear was offset by an intense desire 
to help those who were obviously so much sicker than themselves. 


On the 3 * : : : : 
the other hand, in an environment relatively free from the 
atients often renounced their de- 


altered them to forms that 
a striking improvement was 
short period that they were 


fear of violence, the psychotic p 
lusions and hallucinations, or at least 
were socially acceptable. As a result, 
sometimes effected even within the 
on the ward. 
and delusions were thought of 
at men played in the drama 
as fixed roles, incapable 
at sought to remove or 


_ To some degree hallucinations 
in our philosophy as roles or parts th 
on the ward. But they were not regarded 
of modification. Our approach was one th 
at least largely decrease the fear that surrounded these psychotic 
manifestations so that the members of the community could talk 
together and live together in confidence. The therapy employed 
combined the social point of view with the understanding that 
atric theory and practice. 


is available in psychi 
an amazing tolerance 


In the community mectings there was 
of psychotic symptoms, and the tone of tolerance set here also 
carried over into the attitudes shown durit 
Many patients confid 
to the group. 
another patient's comme 
jg, for example, when a psychotic 
f that the patients on the ward 
atient commented, “Gee, if you 
' which had a sobering effect 
ange 


ng the other 23 hours 
of the day on the ward. ed their hallucina- 


tions and delusions freely 
On occasions, the impact of 
ceedingly effective. In one meetit 
patient was expounding his belie 
were about to kill him, another p 
really believe that, you must be nuts,” 
But the most inter 
atter-of-fact conv 
ng over a poker table. 
part of the “normal” 
y evoked little con- 
of them and, as a 


nt was ex- 


on the psychotic. esting part of this exch 
Was that it was all said in a m ersational tone, as 
if they were two average people talkir 
s were regarded as a 
d the fact that the 
ents to talk freely 
ard them. 


In general, delusion 
communication process, an 
sternation enabled the pati 
result, to take a more mature attitude tow 
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Use of the word “Crazy.” The patients rarely used the 1 
“insanity,” but the word “crazy” cropped up quite jo idt en 
the community meetings and, on a ward where psychotics ie ma 
psychotics lived together, it was always a supercharged MES 7 4 x 
times it was used jokingly, the joking tone thinly disguising 
underlying hostility and fear: and sometimes it was used as 
open and unveiled commu 


;jously 
$ A : : ; were obvious 
actions to the word also varied. Some patients were ¢ 
stunned and frie 


ghtened by it. Others took a cavalier 1 
"Who's crazy? It may apply to you, but... "which enabled n 
to deal with their fear of insanity by dividing the group into t 

who were "crazy" and those 
also made by the 


an 


nep : A - fear. The re- 
ucation of hostility or fear. T 


who were not. A serious d di 
group at times to examine the meaning o 
word in relation to themselves, low- 
The joking approach to the word * conu 
ing example. The patient in this case was an 18-year-old sea xg 
named Mitchell, whose diagnosis was emotional oar cn n 
action. Outwardly, he was a friendly, childish, clowning, pui 
but mischievous young man, but beneath this surface there — 
thinly concealed depression and aggression. His practical 1 
at che air station which was his post of duty had culminated WE 
one that, by causing a ereat amount m 
spilled on the runway, had 
this “joke” that had | 


"i š > fol 
crazy“ is seen in the f 


of high octane fuel 15 
nearly resulted in a disaster. It was 
anded him in the psychiatric hospital. 
In the community meeting one day he interrupted the die 
sion with a joking reference to the 

wire on top" that enclosed the 
He went on to speak of the 
gestures and facial expression 


“tall fences with the barbed 
courtyard at the side of the n 
Ward as a brig, all of this with such 
IS as to l 
laughter in the group, who were 
hospital spoken of in terms of 


; of 
-roduce a certain amount i 
not averse a 
a prison. 
had told him that he was coming to 
he had known it only when they 


to hearing the ment 
Then he said that no one 
^ psychiatric service and that 
"buzzed the 


door." 
I'm not crazy," he asserted (and 


indeed he 
ighiter was 
the other patients were laughing at him 


; was not). There 
were loud guffaws at this. But the lay somewhat sie 
25 well as with him, for 
Picuously clownish. His 


to explain that he was 


his conduct on the ward had been cons 
sensitive realization of this now led him 
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rea " ; ; " 
lly a comedian and that he liked jokes. He even related the 


inci s ; 3 i [ 
dent that had sent him to the hospital—the spilling of the 


octan "as * : " 
e gas on the runway. At this, another patient exclaimed, 


7 

You belong here." This brought down the house. 

was used as an open communication 
a laughing matter. For example, 
had come into the hospital 
t it took us 


But when the word “crazy” 
of hostility or fear, it was never 
gue psychotic patient-a man who 
so bound hand and foot, waist, knees and chest, tha 
a long time to untie him—refused to go to the community meet- 
5 0 1 from his bed at the end of the ward he would call out 

me to time, “Chis is the nut ward,” or “You are all 
Crazy nuts.” 
No one laughed. In this hostile use, 


mut“ argus à 
it“ aroused deep resentment, for they 
at being in a ment 
patients wanted to 


of them were eager 


the words “crazy” and 
s ; intensified the fear of 
insanity and the feeling of stigma al hospital. 
Though this patient was very sick, the other 
deny it. One of them expressed what many 
to believe, “He is only doing this to attract attention because he 
This was a means which the patients often 
nce of insanity. 
was; he greatly feared 
rooms and restraints 
s regard. Now he was 


is on a crazy ward." 
employed for denying the very existe 
3 The patient himself knew how sick he 
insanity, and his experience with seclusion 
had been especially terrifying to him in thi 
expressing the contempt and rage which such 
aroused in him by depreciating humiliating others as he 
humiliated. 

the scapegoat of the w 


treatment had 
and 


he s 
ad been depreciated and 
ard, but the 


somewhat 
had arrived 
in the 


For several days he became 
attitude of the other patients 
When I described to them the conc 
On the ward and his experiences in the seclusion room 
previous hospital. Alone with me in an interview which he re- 
quested after this, he was depressed, serious, and even 
friendly, not at all the Peck's bad boy © 


like to illustrate briefly the way 
ihe meaning 


toward him changed 
lition in which he 


crying. 
f the meetin 


I should now in which the 
of the word 


group attempted at times to examine À 
their own situation. In the meeting from 


the social worker had explained the 
ers to the patient's 


Crazy" in terms of 
which my example is drawn, 


hospital's routine procedure of sending lett 
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next of kin informing them th 
Following the explanation, 
a mildly schizophrenic pati 


at he was on a psychiatric ward. 
there was a rather long silence. Then 
ent observed anxiously, “People sos 
side get shook when they Say "psychiatric hospital —it iar 
crazy." Another Schizophrenic said that when he went T e 
hospital in Japan he thought this meant that he was crazy. But, 
he added, "the doctor soon str 


i "here 
aightened me out on that. TI 
are all sorts of psychiatric 


patients.” 5 
The first patient repeated, "People think NP patients 3 
of their heads.” There was another long silence. I finally 7 8 
“I wonder what that means—‘out of your head?” A agre 
replied, "It means a break: you don't know your name, m 
don't know who you are, and you can't make sense; a total Bree * 
But I'm not really qualified to 3^ 
not go out of his head, or out of his 
mind, but Wholly ‘in his mind’ as Santayana said.) M 
Several other patients also save tentative explanations, ene 
stating, however, that they were not really qualified to ARSE 
this question. In effect, they wanted me to answer it. I oe 
and at the end of my discussion the patient who had first jos 
to define the term asked, "Is it true that people who fear Lir 
are going insane never do; 
this way?” Through the 
the question of wh 
rational 


you're gone, you're insane. 
(An insane person does 


that everybody at some time et 
rest of the hour the group aera 
at insanity Means, in an attempt to arrive ji- 
conclusions about themselves and their current. condi 


i : : ; some- 
tion. One comment which was widely accepted was that s 


times people “act crazy” to reassure themselves that they are a 
control of themselves and that the NP Status sometimes EN 
them the license to do $0. In support of this view, examples were 
cited of a patient who had “behaved like a nut" on the day 
when a certain captain had made inspection and a patient who 
had urinated under the quiet room door on one of the wards 
as the Admiral passed by on inspection, 
The Locked Ward. Unlike many thera 
jects, the experiment at Oakland was c 
ward. This situation did not create any insurmountable problems, 
but it was occasionally referred to in the commun 
At one meeting, when a patient was talking 


peutic community ae 
Onducted on a locket 


ity meetings- 
about his fea 
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WAS cae sum "Maybe he feels uneasy about being locked 
MR m came on the ward, the first day, I felt like 
the jon 128 meg eae that he ascribed this feeling to 
same way a s Beh: ae fugise whether hg still felt the 
first thes pay Pe oer E d pia I said, “Ask him." The 
Ars E n; P a t Ros Seg said, 
the first time I've been able to slee Ji tl pe m ud : 
the patient who had introduc s i 19 na a 5 
A d introduced the died See, people feel 
fully 10 . eu closed ward, don t they?” He rather doubt- 
A ue * es, I guess they do. 

of 5 py 95 a locked ward was an inevitable source 
alim esa i Liu priced Were always deeply concerned 
P Qui 5 eh to go on from the admission ward to 
orate: | ii ward or an open ward. But the large locked ward 
Sil nee wave a totally different effect from that of solitary 
cn nent, particularly on. patients with claustrophobia. One 
. was admitted to the hospital from the brig following 
z iie i 10 confided in the community meeting, “I had 
iat ac hated being locked up. I got the shakes and 
eaa MR able to stop since. My Dad used to lock me up 
his 9 " house when I was a child, and Id have to sleep 
up n e used to do this to scare me. I can't stand being locked 

nough this patient was markedly depressed and fearful 


of 11 5 s i 4 H 
military confinement, he did not complain of being locked 


Up on the ward. 

P For the most part, 
about violence, very few ¢ 

Overly simple, but the fact of the matter 


ne " ar x * 
ot tolerated on the ward. The mores of the therapeutic com- 
This was sometimes dramatically 


ral occasions when a patient 
ving at some- 


though there was intermittent 
curred. It may sound 


pisodes oc 
is that violence was 


Munity tacitly forbade it. 
illustrated in the meetings. On 
clenched his fist and drew back his 
ene, another patient would merely pl 
This was almost always enough; the clenched f 
the threatening arm dropped harmlessly. In only one instance 


did a patient strike another in a community meeting; and he 
his action at the end of the 


seve 
arm as if to sv 
ace his hand on his forearm. 
ist relaxed and 


apologized for meeting and sought 
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an immediate interview with me in an intense state of panic 
and guilt to explain his own anxiety and seek support. : 

The lack of visible anxiety in the staff's attitude set a tone o 
relaxation and tolerance in the community meetings. The great 
care with which they chose their words to avoid the implication 
of attack or accusation against patients led the patients to con- 
duct themselves with equal courtesy. On the few occasions w 
staff members spoke less skillfully, there was an almost immedi- 
ate repercussion. ' 

In addition to the community meetings, the patients always 
had recourse to an individual interview if tensions mounted. 
Many a patient—and many a corpsman—came to my office to e 
me that he felt like hitting someone else, and he seemed to go 
away relieved that he had been able to take this feeling out in 
talk instead of action. By this means, and others, there was a 
constant feedback of information which gave me forewarning ol 
many brewing difficulties and threatening situations between 
patients on the ward. 

Moreover, in the few instances when very sick patients had 
great difficulty in controlling themselves or lost control, the 
temporary nature of this behavior was impressed upon the other 
members of the community by the fact that such a patient's 
recovery took place visibly on the ward, and not hidden from 
sight behind the closed doors of the seclusion room. E 

The significance underlying violence was often revealed in 
the meetings. One meeting, for example, was dominated by à 
patient who had been placed in the 


seclusion room the night 
before by the Officer of the Day. 


As the meeting opened he 
was extremely agitated and he talked under such pressure that 
a number of the other patients shouted “Shut up!" He quieted 
down for a moment, and then he came toward me, waving 
his hands in a threatening gesture. Without moving from my 
position, I asked him, “Did you think I was afraid?” He replied, 
“No.” Then he turned from me and started toward one ol the 
patients with threatening gestures. Other patients told him to 
shut up and sit down, but he continued to gesture wildly, talking 
incessantly. Finally I said to him, "You're afraid. That is why 


fe ere ERE: r this 
you talk so much." He was, I felt. afraid of insanity, for t 
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was what he | d i 
ad been talking chiefly about. By placing him 


in the seclusi f 
clusion room, the doctor had corroborated this fear. 
; 


which was ; i 
1 was now beyond his power of control. 


He answered, "N i 

answered, "No one in this room is insane 
he VA hospital once, ] was insane once, 
of what?" And it 


, and you know it, 


Dating 
Joctor. When I was in t 
maybe.” a " 
Rx. S I repeated softly, “You're afraid 
as when k fi p 
aes I talked about fear that we got the first glimpse of a 
g 2 e 1 1 A 5 . 
un : emotional reaction which was appropriate. He hung 
s head, and I thought for i ^ 
glit for a moment that he was going to cry. 


BEHAVIOR 
'apeutic community knew that. the 


The patients in the ther 
m in the quiet room, and 


8 . not mistreat them or put the 
12 we meetings gave them daily 
usce 1 the regulations in this regard. But they 
sseni um ene social behavior on their part was con- 
aped sat irmly expected. The fact that the corpsmen were 

the punitive use of the seclusion room forced them 
equal basis and to develop new 
They found the 


more pleasant to 


redress against any 


to face a 
a ace the patients on a more 

ays of dealing with threatening 
than the old, and 


EW: Ways mof pu. situations. 
A xe effective 
work with. 
irm Mutual responsibility for courtesy in all staff-patient 
atient-patient and staff-staff relations was repeatedly stressed. 
their conduct toward patients was constantly 
in corpsmen meetil 
sy which car 
was discussed person- 
rule for the 
himself or 


( P 
n the staff's part, 
analyzed i je ? 

alyzed in the staff meetings: 


matter was s . 
atter was emphasized, and any dis 
report, 


ngs, also, this 
courte ne to my 


attenti : x 
tion, either by observation Or 
involved. The cardinal 


2 edi the corpsman 1 l : 
Before si never to humiliate a patient. cud by » 
assum At ners. The therapeutic community operated on the ees 
Remy: that the dignity | be 
. ed in any state of mind, 
Insanity. 


being should 


of the human 
articularly in 


but perhaps p 


of conduct seemed to be taken 
that they would not swear 


t they would show respect 
community meetings 


1 patients’ part, two rules o 
in Fm ai and needed no emphasis: 
to the presona o the nurses and tha 
staff officers on the ward. In the 
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attention was paid to certain seemingly minor aspects of proper 
behavior, such as using ash trays, sitting in chairs, and not obses- 
sively interrupting when other patients were speaking. But the 
good behavior expected in this regard was the good behavior that 
one has a right to expect from a group of young people m 
military service, rather than the etiquette expected at an officers 
club or a tea party. 

In general, every possible courtesy was shown by the staff to 
the patients, and the patients reciprocated to a remarkable 
degree. But we did not set unrealistic standards of behavior, and 
we carefully differentiated between behavior that was no concern 
of the therapeutic community and behavior that infringed the 
essential rules of ward decorum. For example, if a patient wanted 
to complain about the food, that was his privilege. But if he 
wanted to throw food around, his behavior was no longer a 
matter that concerned him alone; it also concerned the ward. 

Recognizing the power of imitation, the staff members and 
I tried in all contacts with patients to set an example in simple 
courtesy. I saw each patient who was admitted during the 
working day within an hour of his arrival, and my first contact 
with him was, as I have said, a firm handshake. In my individual 
interviews and in the community meetings I made it a point to 
show by posture and attitude that I was interested when the 
patient was speaking: and as evidence that I had listened care- 
fully, I also referred in my summaries to any significant con- 
tributions to the discussion, attributing them by name to the 
patients who had made them. Whenever possible I addressed 
the patients by their last name, as in the military custom, or, 1n 
the case of officers and petty officers, by their 

Profanity. Profanity was no problem in 
was simply taboo, and the taboo w 
themselves. A patient who swore “in the presence of women" 
was quickly denounced by the others. 
anything had been said about it, the patient himself would 
apologize to the nurses if he had used a swe 
of anger. 


rank or rate. 
the meetings for it 
as established by the patients 


Sometimes, too, before 


ar word in a moment 


Baiting. Continued baiting. teasing, or provoking was inter- 


rupted and, whenever possible, analyzed in the meetings, and 
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ee baiting was always peremptorily stopped: when it was di- 
1 sick patients it could markedly exacerbate 
croi n ri ather hand, it was possible for the sickest 
nee rdi m = ward te bait the group to the point where 
ber ound s sis ‘al acting crazy” and demand that he 
S age T fae p ieee in this way become the ward scapegoat. 
nal " m 257 baiters on the ward was a chronic schizo- 
saps martin aan in and out of mental hospitals for years. 
that the staff nia pse cit pera: "i a 
“What do they do? B 22 s ee 7 « pe 5 . ns um 
Neid y Am uzz you, kid? (ie. give him EST). In an- 
Pe in pa bu patient persistently baited the corpsmen, 
e hs i" T rid ape them gne gear te hir by calling 
NI IL g manner “queers and “pimps and "dirty 

Setting Limits on Behavior. 
direct command in instances of flagrant de 


tions. Unless : ; 
. Unless the leader thus makes it clear that certain types 
widespread defiance 


Limits on behavior were set by 
fiance of ward regula- 


MUR are not tolerated on the ward, 
8 yecome a serious social problem. 
Weed e en prium only in regard to 
patients ea 5 p" c rom à je javior which the other 
er: aca - they could prapeniy indulge in. By taking a 
e e ia € early defiant individual instances, the leader 
ind x oram the confidence, support, and respect of the group. 
Fangen n E themselves with him in the issue. Thus the 
who flagrantly violates the rules finds himself alone, a 


sitt ati 2 R y ^ 
lation that is more uncomfortable than conforming. 
the leader should never make 


an "or else" will cause the 
Punishment for bad 


behavi » " 
navior is a familiar situati and one with which 


they k : 
y know how to cope. But when they are met only with the 
and when they see other 


social pressure to 


In issui 
S issuing a command, however. 
Ed , 8 
imply a threat. An “either-or or 


mor "mes : : 
€ aggressive patients to test him out. 
on for them, 


insiste » 3 à " 
stent expectation of good behavior. 


)eople res x x . 
People responding to this expectation. 
force than a threat. 
my status authorita- 


with patients on 


the 


confor i 
nform will have more 


I di > ^ 
did not hesitate on occasion tO use 


tively as : : 
y as a form of social pressure in dealing 
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important matters of ward decorum. For example, in one meeting 
an accusation was made that a “psychopath” in the group, 
named Watson, had been mistreating a very sick schizophrenic 
patient, Lewis. Spoken directly to Watson, the accusation was, 
“You manhandled him. One night he was near your bunk and 
you pushed him away and you said you'd hit him in the nose. 
At this point I interrupted (carefully choosing words to state 
a situation that existed and must exist rather than in this case 
issuing an order), “No one threatens anyone on the ward here— 
doctors, nurses, corpsmen, patients. Lewis is very sick, though 
he is better today. He knows when you are talking about him 
and what you are saying, and when he gets well he will still 
remember it." Now Watson, 
language, said, "Well, 


using somewhat more moderate 
I don't want him around me. I won't 
bother him if he keeps away from me. I can't stand anyone 
around my bunk.” Then, revealing perhaps the basic problem, 
he added. “If a corpsman would come and put his arms around 
me, I'd jump and I might strike him." Again I interrupted to 
reinforce my order, “No one manhandles anyone on this ward. 
There's a difference between wanting to hurt someone and 
hurting him, between thinking, saying, and doing." 
ATTENDANCE AT MEETINGS 

The Community meetings were so essential a part ol ie 
therapeutic process that we were not permissive in the mae 
of attendance. All patients were expected to attend. This was $ 
basic tenet on the ward. When patients deserted the eeng 
in fact or fantasy (except in unusual circumstances), efforts n 
bring them into conformity took precedence over everything 
else for the moment. ich 

Reading Magazines and Playing Solitaire. One problem wW F , 
often presented itself was that of dealing with the patient W m. 
read a magazine or played solitaire at the start. of the meus 
or during it to indicate that he was taking no part in the n 
ceedings. "Psychopaths" of the aggressive type often n 
in this way, especially at their first meeung on the ward. Since 
such conduct was an open gesture of defiance and contempt, it 
had to be confronted directly. But both the moment and the 
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manner of confrontation had to be carefully chosen. I made it 
a practice to wait until a moment when the discussion was going 
along well and the group were clearly in rapport with me and 
with each other. Then I would stop, often in the middle of a 
sentence as if I had just noticed what this one patient was doing, 
and I would turn and address myself to him directly. I would 
speak firmly, careful to avoid evidence of anger, pique, or inten- 
tion to single him out for ridicule. I implied, rather, that I was 
curious as to why he was behaving in this manner, and displeased, 
implying also that by his attitude he was committing an act of 
discourtesy which the rest of us would not be guilty of toward 
him. 

ive schizo- 


ages 


In one fairly typical instance, an extremely aggr 
phrenic sat reading a magazine and noisily flipping the p 
while the meeting was in progress. At an appropriate moment 
I asked him, "Why are you reading a magazine?" An apprehensive 
silence descended upon the group, for he had previously ex- 
pressed open contempt for the whole idea of the meetings. Be- 
cause I want to!" he snarled. Everybody was looking at him, and 
he now put the magazine on his lap, adding, "Because I don't 
want to be part of the group. Im not interested in anybody 
else's problems—only my own." I said, "Well, while you're on 
you to be part of the meetings even though 


the ward, we expect 
art if you are reading." He 


you don't talk, and you can't be a p 
in a sort of defiant compliance 


how threw the magazine down 
But he listened. He listened in 


and half turned away from me. 
silence in all the meetings while he was on the ward, and only 
on the last day did he show how much he had been part of the 
group: while the whole group had egged on a fellow patient who 
had "made fun" of a psychotic officer on the ward, he stood up 


against them and denounced their behavior. They were stunned: 
their unkind behavior ceased. 


what is more important, 
a more open sign of contempt 


uired a more active isolation 
with an aggressive 


Playing solitaire was usually 
than reading a magazine, for it req 
from the group. In one meeting a patient 
aying solitaire. When I asked 


character disorder sat on his rack pl 
red that he wasn’t interested 


him why he was doing this, he answe 


in the meeting and wouldn't discuss his personal problems. This 
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open defiance could not be ignored, so I asked him to put the 
cards away. He defied me: "I don't want to put them away.“ 
There was a moment of tense silence while patients and staff 
watched him anxiously. I waited patiently, watching him, telling 
him by my actions and not by words that this sort of derant 
toward me was not permitted. Then, after flipping down a few 
more cards, he put the deck in his pocket and lay on his bed 
looking at the ceiling. The group turned back to business. 
In the next day's meeting he again went to his rack and, 
tossing the cards down, began playing solitaire. When I asked 
him to return to the group he said, "I'm thinking." I told him, 
"We don't play cards in the 


E in rules on 
meeting. There are certain rules o 
the ward and Courtesy is one 


of them." At this he turned in such 
2 Way as to conceal the cards from me and continued playing: 
I walked over to him and said, quietly but firmly, “We trens 
you with respect and we expect you to treat the group with 
respect." He slammed the cards down angrily. Thereafter, though 
perhaps he was present only in body, he did not play cards during 
the meetings. The principal reason for this was the fact thas 
he found no open allies in the group. Moreover, the secret wish 
of the group was for the power of the officer to central up 
acceptable impulses, and he symbolically stood for theirs. Certan 
acting-out was not allowed because of its “infectiousness” and its 
demoralizing features. 4 5 

The rule in regard to defiant gestures of this type is SS 
Wait until the Appropriate moment; confront the patient 2 
comfortable Way; pursue the matter to the point spes 
compliance with the ward's basic philosophy of behavior. s 
patient who is acting in this manner is usually a Piu nne 
making his way with fear and anxiety, and wanting to be iuh 
if belonging can be made safe for him, wanting to estab E 
himself in a special status in the group. If he is forced by soc 100 
pressures to conform, his anxiety and fear will be less MORIA 
some to him than if he is permitted to carry out his defiant pe: 
havior; and he then has the face-saving excuse that he has joined 
the group because he was "made to" SHE not because he wanted ve 

Deserters from the Group. Some patients simply walked away— 
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went “AWOL” from the meetings. In a few instances these were 
Intensely withdrawn schizophrenics who fantasied that some 
danger menaced them in the group and who walked (or some- 
times ran) away in fear. Often they were the markedly paranoid 
people who withdrew in a belligerent and rejecting way. At 
other times they were confused, disoriented psychotics who just 
wandered off and only had to be led back. 

Such withdrawal was a less defiant gesture than that of the 
patient who read a magazine or played solitaire. It was felt, 
however, to be antitherapeutic in its effect, and every effort 
was made to return the "deserters" to the group. When a patient 
left the meeting, either a corpsman or a nurse would follow 
him after a minute or so and try to persuade him to return. If 
their efforts failed, I would leave the group and talk to him for 
Several minutes if necessary while the meeting went on without 
me. Usually he could be led back, either by the staff member 
Or me. 

On this matter, though we were not permissive, there were 
Occasional exceptions, dictated by common sense. In one instance, 
for example, a patient was a diagnosis of neurotic anxiety re- 
action became visibly tense in his hostility toward a schizophrenic 
Who was “acting crazy.” Finally he got up and walked to the 
solarium, obviously in fear that he was going to lose control. 
A Corpsman stood up at once to follow him, but I stopped him 
With a gesture of my hand, saying so that the group could hear, 
"No, let him stay there for a while. He's very tense.—he'll come 
back soon." The group clearly understood why he had left, and 
I would have acted contrary to their expectations if I had forced 
him to come back before he had got control of himself. A few 
minutes later, since he had not returned, I walked out to the 
Solarium and asked if he couldn't come back now. He readily 
agreed and returned with me, his tension now under control. 

Throughout the 10-month period of the therapeutic com- 
munity only 2 out of the 939 patients on the ward during that 
time refused to attend the meetings: and. both of them, in their 
retreat at the far end of the ward, were observed to be listening 
quite intently to what was being said by the group. 
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FIRST VERBAL COMMUNICATION 


Who first spoke in the meeting and what he said were im- 
portant, for the initial verbal communication often set the tone 
for the hour as a whole. If this was some comment thrown 
out just to get the ball rolling, it seldom aroused much response. 
But if it was a meaningful and genuinely felt communication, 
it was likely to usher in a highly therapeutic hour. : 
In the first few Meetings on the ward the initial communica- 


a P 1 955 it 
tions seemed to be almost. all questions or complaints abot 


practical matters, and the discussion was almost totally concerned 
with such matters. One of the advantages of the daily meetings: 
of course, was that feelings of resentment about the Mice 
iences and irritations of hospitalization could spill over insta 
of building up to the point where some emotional outburst 
was inevitable. But the meetings were also to bring out into o 
open the deeper and more meaningful anxieties for which a 
practical complaints were often only a cloak. For the most part 
I made it a practice e 


a ý inistrative 
ither to ignore the purely administrat 
type of question or to 


ask the patient to take such matters ap 
with me in individual interview, If the questions ara 
I tried instead to brine the discussion around to the . 
problems underlying these questions. Gradually the meen id 
came to be concerned more and more with the deeply sant her 
ful thoughts and feelings that occupied the patients’ minds 1 
relation to their illness and their social community. s 
Schizophrenic patients frequently made the opening peas 
ications in the meetings, and they commonly preceded pure 
initial remarks by a request—""May I speak?" or "Is is all 0 
for me to speak about how I feel? This approach almost AE 
a schizophrenic hallmark, as if the schizophrenic were ds pi 
the right to belong and also expressing the need to relate d 
first in a one-to-one relationship with the doctor before being 


able to take the next step in relation to the group, an amem 
involving the problem of identification and the relegation 
social omnipotence to another. í : TENI 
The schizophrenics also frequently put their PP UR ^ le 
munication itself in question form: for example, “Why do gems 
depreciate others without good reason?" or "Why do people sp 
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on food in the galley?” But sometimes an acutely disturbed 
schizophrenic would stand up and give a terse statement of his 
problem without any initial query. One patient, for example, 
began a meeting by saying, "I want to get out of the Navy and 
be discharged!" It was usually only the schizophrenics who intro- 
duced their feelings about the Navy in a direct and simple com- 
munication of this sort. The patients with aggressive character 
disorders, who had acted most strongly about this matter, com- 
monly waited until some other patient had expressed a belliger- 
ent attitude toward the Navy before they came out with a direct 
comment, and then it was one in support of the original speaker. 
The explanation probably is that their comments were so casti- 
gating that they got little support from the others, who usually 
mobilized to the defense of the Navy when it was so harshly 
attacked, but they reached a point where they could not with- 
hold their hostility. It was going to be words or deeds; in the 
therapeutic community only one was socially sanctioned. 

One meeting began with a categorical statement from a schizo- 
phrenic, “The Japanese want peace.” It was only after the 
meeting that I learned the meaning of this, when the Korean 
resident doctor on the ward told me, "What he means is that 
there must be peace between him and me. His mother told 
me that I scare him, and I notice that he watches me all through 
the meetings and that he wants to shake hands with me often." 
The Japanese were really one Korean doctor. 


SILENCE 
Psychiatrists have long understood how significant is silence 


in psychotherapy with the individual patient. But silence in a 
5 to 10 staff 


community meeting of 15 to 34 patients plus 
Members is a phenomenon that is not yet so well understood. 
Its significance remains to be studied and established. 

In an absolute sense of the word, of course, the community 
Meetings were never silent. There were innumerable sounds on 
the ward—the echoes of traffic in the nearby street, the ringing 
of the telephone, the shuffling of feet, the cracking of knuckles, 
Coughing, sneezing, clearing of throats. When I speak of silence 
In the meetings, I am not speaking of the absence of these sounds, 
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but the absence of verbal communication. 

In this sense of the word there were often prolonged silences 
in the community meetings. Sometimes the meeting began with 
a period of silence, after which the group broke into discussion 
that continued uninterruptedly to the end of the hour; at other 
umes, periods of silence recurred intermittently throughout the 
hour, sometimes dramatically preceding or following a particular- 
ly significant communication; and in two instances the hour 
was spent in almost total silence. A period of silence cannot be 
dismissed as an empty hiatus in the therapeutic process of the 
community meeting. Silences were themselves a part of this 
process and analyzable as such. 

For different members of the therapeutic community the 
periods of silence had many different meaning and uses. But for 
all, including the leader, they were moments of a special form ol 
self-control. The meetings in which there were no more than 
brief periods of silence were often, in fact, meetings in which 
one member of the group could not tolerate silence. For example, 
in one group there was an extremely ill schizophrenic who talked 
whenever there was a moment's pause. A neurotic patient said 
of him, “He only feels comfortable when he's talking." 

I learned early in the experiment that silence had significance 
as nonverbal communication and that it should not be inter- 
rupted merely for the purpose of filling the void with words and 
doing away with silence. With rare exceptions I did not call on 
patients to speak. There was no premium on talk and no prem- 
tum on silence; both were grist to the mill. I did, however, 


occasionally direct the thoughts of the group to the meanings 
of silence. 


In another series of meetings a very bright patient, Newton, with a neurotic 
anxiety reaction, talked excessively on a high intellectual plane using many 
psychological terms. He had previously had some outpatient psychotherapy else- 
Where, When a patient suggested that he was talking a lot, he acknowledged that 
it hadn't always been that way. “When did it change?” someone wanted to know: 

“Why th he was queried. Perhaps it was because 
at 7 he had had his tonsils out. he said. His parents told him one morning thal 


He thought at about age 


he was going to see a doctor. They hadn't mentioned it before nor did thev tell 
him why. though he had previously seen this doctor about his tonsils. When he 
arrived at the doctor's office they were ready to operate on him and he soon 


found himself held down and screaming while he was anesthetized. 
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The initial “communication” in the meeting was frequently 
silence as in a Quaker meeting: it lasted as a general rule about 
5 minutes, but occasionally much longer. Usually this was a 
comfortable silence, as if we were sitting together in the theater 
Waiting for the curtain to go up, or in solemn meditation. When 
the ward was full of acute vocal disturbed patients, it was a sur- 
cease of no minor value. But some patients, particularly in their 
first meeting on the ward, were made extremely uneasy by it, 
even when it was short. Sometimes it also made me anxious. 

When the silence was unusually long, I could not always 
determine whether the patients were giving me the “silent treat- 
ment” or were remaining silent to avoid the discussion of painful 
material or whether there was some other explanation. This was 
usually clarified for me by what was ultimately said, but some- 
times it was not clear until the following day's meeting or in the 
afternoon's. "feedback." 

Sometimes the patients tried in a number of ways to get me to 
talk. In one meeting, for example, after a rather long initial 
silence, they pointed out that another psychiatrist had always 
given them "answers." One patient cited an answer he had 
been given on child-rearing and asked me, "Would you agree 
ssion that they were having 


with him, Doctor?" It was my impre: 
difficulty in using the group to discuss emotional problems that 
were meaningful to them and that they were somewhat resentful 
toward me for bringing them into this difficulty. They wanted 
me to prime the pump or convert the meeting into a question 
and answer period which was safe with its clear roles and 
structure. Since I did not perform on demand for them, the 


I commented. Then a patient 


"Strange about your parents not telling yeu,” 
ent treat- 


in a moment of startling insight added, "Yeah. they gave you the si 


ment.” So instantaneous and so revealing was this interpretation that Newton's 
ive talking dramatically diminished at this moment and did not recur 
es while he was on our ward. For the first 


g the remainder of the mee 
time he had put these things to 
tion meaning or the intellectua 


not in terms of the operation. its castra— 
association. but with the emotional catastrophe 
him when they knew that something 


ether. 


Ob his parents failure to explain to 
to him.—hence Newton came to the conclusion, 


gcrous thing to him and he had to talk 


terrible" was going to happen 


was a dan 


as he told me later, that silen 
anxiously to find out if something was going to happen to him and 


it from happening. 


also to keep 
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problem of dealing with the anxiety 
arouse in them was left strictly in 
lap. It was interesting that, in the 
with 10 minutes of silence, 


which my silence might 
the community's collective 
next meeting, which began 
a very aggressive “psychopath” turned 
to a schizophrenic patient and said, “Say something! Get started. 
The schizophrenic patient complied, and soon most of the 
patients were talking freely, 

The reluctance to discuss 
pre 


“personal” matters was often nid 
d as a reason for remaining silent. In one meeting, alter 
an initial silence of 12 to 15 minutes, a neurotic patient turned 
to me and said, “Can you tell me what all the silence is about? 
Then another patient broke in, 
to attend the meetings and 
in other people's problems." 


avino 

expressing resentment at having 
i T »restec 
announcing, “I am not intereste 


I said, "But you belong here 
deep down you don't feel that w 
in other people and want othe 
this from interviews.) 

"Well," he conceded, "maybe deep down." 

"Maybe not so deep down?” 

"Perhaps. But I understood 
is not required." 

"You misunderstood," | 
but you don't have to talk 


; züsbect that 
in the group, and I suspect th 
ay at all—that you are intereste 

: nen 
15 to be interested in you." (I kn 


r - attendance 
from you that our attenda 


replied. "I expect you to be here, 
if you don't want to. " 

But he did talk then and he talked a great deal about Rs 
personal problems. He ended by saying, "I need help. 1 
communication began an active discussion of these problems tha 


continued through the rest of the hour. 


The longer the initial silence lasted, the harder it probably 
became for a patient to take the initiative and be the first n 
to speak, and yet the more urgent it seemed to break 1 8 
Up to a point, beyond which it seemed as if silence had desc idi 
and was "the order of the day." Such a point was felt in severa 


meetings. It was a sort of "second wind" of as c 
ing, where it was apparent that the patients wantec 

In one meeting, where it was appe eee Se eau 
to talk but everyone hesitated tO make " ü M 8 hi d 
the problem of silence in terms of W ho ta s * Hund 80 
upon the factors of shyness, self-consciousness, and pressure tha 
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enter into it. However, there were no takers; I believe, in fact, 
that the attention which I drew to these factors tended to make 
the patients more self-conscious. I later found that more general 
discussions of silence that did not tend to put the finger on the 
first to speak were more effective. 

For a period of time the meetings were characterized not only 
by the fairly customary initial silences, but by long intermittent 
silences throughout the hour. These silences had become almost 
a conscientious thing, as if the men thought that the ward culture 
demanded it of them. In our staff discussions of this problem, 
the head nurse made the interesting observation that, on the past 
two days, the patients had not moved my chair back between 
the beds at the close of the meeting, as they had invariably done 
before. It was almost, she thought, as if they felt that the meeting 
Was not over, that there was unfinished business for which they 
wanted me to remain. 

In one community meeting only one p 
word. To discover the reason for this totally silent hour, it 
Necessary to consider some of the circumstances of the previous 
day’s meeting. First, since a large number of transfers had just 
been made, only 12 patients were now on the ward, and they 
were outnumbered by the 14 staff members and visitors at the 
Meeting. Second, the discussion dealt with the question of leader- 
officers, with some 
was used 


atient uttered a single 
is 


ship and touched upon both doctors and 
hostility toward both. Third, the word “homosexuality 


in the meeting. 


robably accounted for the determined 


These circumstances p 
the next day's meeting. After 20 


silence that characterized 
minutes of silence, I discussec 
but of thought, referring in t 
patient in the group who had 
day's meeting and had wandered 
before he was returned to the w 
patient, who had been silent in ye 
me later that he thought he should have 


The patient himself now spoke up. 
I don't know." I asked if anyone could 


wring his hands and another 


1 silence in terms not only of words, 
his connection to a schizophrenic 
gone over the fence after yester- 
confusedly a few feet away 
ard. I pointed out that. this 
sterday's meeting, had told 
talked. 

"I was afraid." I asked 


why, and he answered, “ 
help him. One patient began to 


970 
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is f. j 707 zed at 
put his hands over his face, but no one said a word. I looked 


the patient who had spoken and who, I believed, wanted to talk, 
but he dropped his glance as if he felt guilty. c Mi 
Nothing more was said. Possibly their silence was a sort o 
conscious or unconscious conspiracy stemming from their resent 
ment against the doctor (carried over from the theme ol anne 
day's meeting), their resentment against the staff which a 
outnumbered them, and their fear that the dangerous xo a 
homosexuality might be raised. But if this were the case, I felt 
that so long as I left their silenc 


: p ey 
€ as their own production, they 
would be caught in the 


meshes of their own anxiety and feelings 
of guilt about it. The gist of 
"I don't know what the silence 
me. But the hour j 


my summary of this hour per 
is about because you don't te 
S yours to use as you Want 3 
While this worked quite satisfactorily, I think, however, S 
it is a precarious matter to let on hour run in total silence, 
and probably better devices th 
Cope with this. After all, no 
interview, but thirty to fift 
Which I do not cle 


an the above can be developed < 
t two people are involved, as hi 
Y people. It is a social anachronism 
arly understand. 


AFFECT: LAUGHTER AND TEARS 


F a a sense of 
Laughter. It probably goes without saying that a set 


humor is a mark of an integrated and healthy person and 85 
the ability to laugh at appropriate times is essential for aren 
health. But laughter also has its function in the balance of t 

mental patient's emotional life. 


ts 
There were countless momen 
of it in the 


community meetings, a few of which will be a 
scribed here to illustrate the types of situations in which it mo: 
often occurred, ; i dis- 

Since much of Wit is aggression in a socially acceptable n 
guise, it is not surprising that laughter was often heard on : E 
ward. Here the wish to injure was frequently quite intense s 
the ward culture required that it be sternly suppressed. Penn 
enabled the hostile impulse to express itself in an hia gan 
manner which relieved the common tension in the group dne 
Served to balance the economy of internal tensions in the in- 
dividuals. 
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This use is seen in the following example. A patient com- 
plained in one meeting that he had a pain in his abdomen and 
said, “I want something for it.” Since I did not comment or 
offer to give him "something for it" another patient came to 
his Support with an innuendo obviously directed at me, "We 
are not doctors." Then a third patient prescribed jokingly, "Take 
Tums.” This was met with a quick burst of laughter. 

The prescription here by the layman, doing his best for the 
sufferer by means of his “billboard education," is not only a veiled 
hostile reference to the doctor, but it also depreciates the complain- 
er by reducing his "abdominal pain" to a laughable tummy ache. 
Fhe situation of frustration and hostility is thus turned into a 
humorous one at the expense of both the doctor and the patient. 

Perhaps hostility also explains the laughter which followed 
another patient's account of a dream. "It was a crazy dream," he 
said. "It was about Dr. Jones" (a ward medical officer in the 
hospital). The group laughed uproariously, not at the dream, 
but at the association of the words "crazy" and "doctor." 

Sometimes the witticism was directed at the situation of being 
m a mental hospital. The routine letters which the hospital 
sent out informing the next of kin that the patient was on a 
psychiatric ward always caused the patients considerable anxiety, 
and came up frequently for discussion until the practice was 
discontinued. In one meeting where they were being discussed, 
a patient said that his mother-in-law was listed as his next of kin 
and that when she got the letter she would say, "I told you so." 
There was laughter at this, so another patient tried his hand at 
a joke. “The letter will say," he caricatured, " Your son is in 
the nuthouse. " But no one laughed at this. This "joke" un- 
masked the humor by crudely spelling out what the patients feared 
would be the interpretation given to the letter. Then after a 
moments silence, another patient said quietly, “Well?” Now 
there was loud laughter. The witticism here expresses a rather 
wry acknowledgement of the current situation. What is finally 
admitted is, "Well, this is the case, is it not?" and once again 
the humor is created by reversion to an oblique understatement, 
by recoding the whole message in one ridiculous word. In brief, 
this is the kind of witticism which helped the group to accept 


274 SOCIAL PSYCHIATRY IN ACTION 


their status as mental patients, one of the major problems of 
acculturation in the mental hospital. Such a joke, it is true, 
would have been impossible if the anxiety on this score had not 
already been partially mastered in the previous meetings of the 
group, and if they did not feel somewhat friendly towards the 
staff. 

A similar instance occurred in a meeting where a psycho- 
pathic" Marine was acting the role of a visiting sniper who did 
not really belong to the group. Another patient, with an obvious 
reference to the Marine and to the popular view of the Marines 
as the "elite" of the military service, said, "If you were all right 
you wouldn't be in this elite group.” This remark evoked con- 
siderable laughter, and it had a distinctly leveling effect on the 
patients who acted as if they didn't belong. Its inverse humor, 

8 5 
however, was doubly meaningful for here there was a special 
form of esprit de corps. 


Sometimes the laughter was in response to an insightful com- 
ment by one patient about another patient's behavior. Such à 
comment, humorously phrased, usually had infinitely greater 
impact on the group than any comment from me would have 
had. In one meeting, for example, the group were discussing à 
manic-depressive psychotic whose behavior had almost made 
chaos of the previous day's meeting. On the day which I am 
describing, he was off the ward taking psychological tests, and 
the group spent a considerable part of the hour trying to under- 
stand his irrational conduct and put into words their feelings 
about him and the great anxiety which he had aroused in them- 
Suddenly one of the patients, also a manic-depressive, summed 
it all up for them, “This guy leads you on and then leaves you. 
The laughter which greeted this insightful comment, with 16 
humorously stated sexual implications, changed the whole tone 
of the meeting. It was as if he had “pegged” the situation and 
now they could have a beginning on a mutually agreeable “joke.” 

In many instances such as I have described, a sudden burst 
of full laughter served a group process of relieving tension. Not 
infrequently it occurred at crucial points in the meeting where 
verbal communication had reached an impasse, and the relief 
which it brought allowed the group to Move on with more 
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freedom and relaxation. 

But there was also at times tense and uneasy laughter which 
did not serve this purpose. I made no direct reference to this 
type of laughter except when there was danger that a seriously 
psychotic patient might misinterpret it as ridicule of him or 
when it was grossly inappropriate. In one group, for example, 
there was a mute, catatonic schizophrenic whom the other 
patients feared and whom they referred to behind his back as 
“the Zombie.” Near the close of one meeting, during which he 
had been wandering about without any of the group paying 
much attention to him, he came at my invitation and seated 
himself in a chair beside me. At this a tense, uneasy laughter 
broke out in the group, who were watching me closely for any 
evidence of fear. I assumed a puzzled look and asked as if this 
conduct didn't make any sense why do you laugh?" There 
was no answer. But for the schizophrenic patient the question 
Now answered itself. Since nobody had replied, obviously they 
were not laughing at him. Perhaps they were laughing at nothing 
at all, or perhaps at their own fantasies, as he did. But I had at 
least by implication identified the laughter as inappropriate. 

An inquiry into the reason for inappropriate laughter some- 
umes led to rather revealing comments. In one meeting, while 
à Marine sergeant was speaking seriously of serious things, two 
Very sick patients burst into laughter. Another patient reproached 
them, “You are being discourteous. You should not laugh when 
a man tells his story." I supported this criticism by saying, "Yes," 
and looking toward the patients who had laughed. They made 
No response, so I added, "You owe us an explanation." 

One of them now replied, "I feel the same way as the sergeant, 
and when he speaks he makes me laugh. I came to the hospital 
with him and we were laughing at each other all the way." 

"It doesn't bother me,” the sergeant replied. 

“I laughed because I can't help but laugh," said the second 
patient who had laughed. 

"We sometimes laugh because we cannot tolerate our feelin 


2 
gs, 


I explained. 
“I laugh so I won't cry,” he said. 
After this, there was no more laughter. 
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There was always, of course, the secret and personal laughter 
of the hallucinating schizophrenic. This type of laughter, how- 
ever, was isolated as a pure symptom and was dealt with in the 
group only if necessary to explain his social behavior. For ex- 
ample, a schizophrenic patient walked out of one meeting and 
lay on his bed. A corpsman followed him and I called to him, 


but neither of us succeeded in bringing him back. Later, when 
he had returned to the 


group on his own initiative, he began to 
laugh. 1 


asked him what he was laughing at and he said, “At 
you." He refused to elaborate. 

The "comic situation" had its most dramatic example in the 
hebephrenic in his guise of the clown. But this was a role that 
did not bring responsive laughter. In conventional life we laugh 
at the clown and love him because his ridiculous antics give 95 
a comforting sense of our own superiority.” In the mental hospital 
the clown arouses quite a different response. He keeps belore 
the eyes of the less seriously ill patients an exaggerated pantomime 
of the very thing that they fear they may (or have) become. And, 
by intensifying their deepest fears of insanity, he arouses a strong 
hostility in them. To deny their 


: 5 »y tO 
own fear, they are eager ! 
convince themselves that he is 


“putting on an act," and they 
want him to be punished for it. The hebephrenic patient in the 
role of the clown, therefore, presented a problem with which the 
therapeutic community found it very difficult to cope. 

One such clown on our ward will be briefly cited in illustra- 
tion. Just after one meeting began, a colored patient suffering 
from a hebephrenic type of schizophrenic reaction ran into the 
meeting, his eyes wide in mock excitement, his face covered with 
a white cream—clowning and making ridiculous movements and 
gestures. I had not previously seen him as he had been admitted 
since I had last been on the ward. 


2. On a deeper level the clown represents the tragic impotent father-figure. totally 
depreciated. Moreover, he seems out of place in a therapeutic community since he 
is a one-man show. Historically the clown in med 


I times stood for the laughter 
of the well and whole at the cripples. the mutilated, the midgets, the idiots. the 
blind and deaf, the poor and the insane. One could hardly expect the reenactment 
of Bedlam to be funny on a psychiatric ward. It is the gross social inappropriateness 
that robs the schizophrenic clown—of which we had a number—of his power over 
this audience. When people gather and can effectively express themselves in words. 
only the most skillful and sophisticated clown can avoid arousing 


guilt, hostility. 
and embarrassment. 
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For a day or two his behavior had led the other patients to 
hostile acts towards him. With the license of his insanity he had 
treated them in what seemed to be a caricature of the way 
white men sometimes treat colored people. He ordered them, 
he showed contempt for them, and was altogether arrogant and 
condescending toward them. Moreover, his make-up was a part 
of his mockery. When I told him to sit, he cowered and shook 
in clowning mock fear; but when he was unmasked by an inter- 
pretation of his behavior, his clowning slowly subsided. Within 
days, his delusions of grandeur came down close to earth and he 
was able to relate comfortably to others and talk reasonably (for 
such a sick schizophrenic) in the meetings. I saw him in addition 
to the meetings in brief daily interviews. He developed intense 
teelings toward me. But his clowning, which angered rather than 
aricature of the 


amused the patients, and which was almost a c 
of putting 


stage insane character, led the others to accuse him 
on an act. In time they came to an area where they could meet: 
he relinquished the clown role, and they accepted the severity of 
his mental illness. Though he still talked most inappropriately, 
he now found company, who did likewise. 


Tears. Crying was usually considered in the community meet- 
al response to the 


ings as a physiologic expression of an emotion 
1er types 


matter being discussed, differing only slightly from otl 
ion such as sighs, trembling, or laughter. 
‘h the patients came, to "break 
great conflict. Thus the tacit 
n the presence of other 


of emotional expres 
In the military culture from whic 
down and cry" was fraught with 
assumption that it was all right to cry i 
men epitomized the freedom of emotion 


acterized the therapeutic community. 

The subject of crying was discussed in a number of meetings. 
a patient confided to us that he had 
ause he so much wanted to hit a 
the ward, another 


But most of the 


al expression that char- 


On one such occasion, when 
gone into the head and cried bec 
patient who was behaving very disturbingly on 
patient said, "It's a sign of weakness to cry. 
group took the opposite view. After his single remark on the 
subject, the patient who had condemned crying took no part in 


the discussion. So I turned to him and asked him whether he 
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ever cried. He replied very positively, "No." I then asked whether 
he had ever seen his father or mother cry, and he said, “Yes, I’ve 
seen them both cry. But in their case there was a reason." He 
paused and modified his first dogmatic statement, "You have to 
evaluate the reason before you know whether crying is weakness 
or not." In summarizing the discussion at this meeting, I dealt 
primarily with the question of the discharge of feelings, whether 
by crying or by acting the clown. 

A number of times, men cried openly in the meetings. 
example, at one meeting a sergeant with a highly distinguished 
combat record, whom all the patients deeply respected, told the 
story of the circumstances under which he had been deprived of 
his platoon. After a moving speech, in which he addressed we 
group almost as if it were his platoon, he fell back into his chair 
and burst into tears. There was a long silence while he wept- 
Then, when his crying had ended, he said, “I feel better, I feel 
better.” 


For 


On some occasions, however, I forestalled a patient's crying 
particularly when the moment in which he threatened to break 
into tears was so close to the end of the hour that the matte 
could not be adequately dealt with. 


STAFF LEADER TECHNIQUES 


Interpretation. The nature and timing of the leader's inter- 
vention in the meetings should be determined by the purpose Fol 
which he intervenes—to direct the discussion in a way that will 
further the patients’ understanding of themselves and their prob- 
lems. To achieve this purpose, his interpretations must be aptly 
timed, simply phrased, relatively short, and usually spoken in 
a friendly tone. The manner in which they are made is often 
more important than what is said. 

In the community meetings at Oakland I made it a practice 
not to interrupt when the discussion was progressing steadily 
except occasionally by a comment designed to draw the patients 
out on some meaningful point. This interruption was usually 2 
repetition in question form of the patient's own words. For 
example, if he had used the word "friend" when it told only part 
of the story, I might intervene to ask, “Friend?” 
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In taking a position that was at variance with what a patient 
was saying, I often used a similar approach, but stating. my 
feelings. If a patient was denying a feeling, for example, I would 
comment, "Deep down you don't feel that way really; I wonder 
Why." This would usually lead to a closer examination of his 
real feelings. And when a patient told us how he idolized his 
lather, at the same time telling how cruel his father had been, 
the contradiction between his two statements did not need to be 
dragged accusingly out into the cold light of reason. It was 
enough to say wonderingly, "Isn't it strange that you idolize 
your father?" 

: Thus my comments frequently took a tentative and question- 
ing form:—"Doesn't that strike you as strange?" "Perhaps it 
could be." "I wonder if that is the case." "Could it be that.. 

I have a feeling that..." or "Isn't it possible that . . . p 

The type of questions conventionally employed in history- 
taking, such as “When did you first feel this way?” or “Can you 
tell us about your childhood?” were asked only rarely when the 
answers would be helpful to the group in the current situation, 
and never to satisfy my own curiosity or to help me fill out 
my own impression of the development of a neurosis or psychosis. 

Occasionally I would refer a patient's comment or question 
saying, "I wonder what the group thinks," 
But I think that this technique should 
at clearly appropriate moments. If 
but is also likely to be 


back to the group. 
or "Can anyone help him? 
be used sparingly and only 
overused, it not only fails in its purpose, 
resented and mimicked by the patients, particularly if it becomes 
a conspicuous repetitive device. Stock questions bring stock 


answers. 

In many instances I directly interpreted a patient's communica- 
tion. For example, one patient told us that he heard voices saying. 
“We are going to hang you. There's a hanging party after you." 
I pointed out that the only hanging party was within himself 
and that his imagination was playing a harmful trick on him. 
He seemed to get the idea, and said he thought this might be true. 


atient's commt 
ng on it, I felt, would 


But the significance of the p inication was some- 


times so clear and complete that commenti 
example. a schizophrenic 


be unnecessary. In one meeting, for 
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patient called another patient who had helped him od 
Since Smith was not the other patients name, the charge nurse 
on the ward asked him why he had done this. His explanation 
was, "Mr. Smith was a friend of mine when I was a child, and i 
save me a nickel once after my father beat the hell out of ie 
I've never foreotten people who are kind to me, and that's why 
I called him Mr. Smith." 

Sometimes, too, 


: ^ 5 ica- 
another patient's comment on a commun 
tion made to the gr 


oup was an interpretation upon which I n 
not possibly have improved. In one such instance a patient W B 
had been deserted by his parents in infancy told a Stony. anon 
“a little boy who ran away,” which was his life story in qus 
The boy in the story ran away because his parents were cruel, 
though on the surface they seemed. to 
rejection of the child by the p 
found impact by another 
parents. 


be loving. The terrific 
arents was summed up with pro- 
patient, who said, “They were lousy 
Nothing more needed to be said, and I was silent. 
Sometimes I raised a specific question for 
about or define, such as, “What is silence?” or 
angry?” or “What is a gentleman?” 
when the patients asked me 
subject. which was 
I gave a short 


roup to think 
Why is one 
And on a few occasions, 
for information on some e 
appropriate to their emotional „ 
and simple talk on it. But I never indulged ! 
statistics, psychiatric j 
live answers to 


the « 


See N H : Jita- 
argon, citing of the literature, or authorité 
"information please" questions. 


* A S the 
During the last few minutes of the hour I summarized uk 
H . 3 " e T = * th 
discussion as I Saw it, taking first the manifest and 8 . 
: „ BRE the 

latent content but dealing with it first on a social and 


possibly on an individual or group ego level. On some occasions; 
when I was not clear as to what the theme had been, I said so. 
And then we would begin again the next day. 

Comments on Behavior. Some of my comments, of course, 
were directed toward matters of behavior, | occasionally said, 
“Stop it," “Sit down," “Come join the group.“ Once I xi, 
"Even though we (sic) act crazy, we don't behave like that! 
which had telling effect. So also did an occasional clear parental 
type of comment such as, "We expect better behavior from you. 


No threats were either stated or implied; the emphasis rather 
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Was upon what was proper conduct in the therapeutic community 
—We don't do that type of thing here.” 

! When patients were talking psychotic nonsense, it wi. 
times sobering to say, That doesn't make sense,” or “That sounds 
occasions, 


as some- 


nally mixed up," or even, as I did on one or two 
Come down to earth." Many times a gesture, without words, 
x a simple statement such as, "You're not really quite yourself, 


o “I (or they) think you are confused," was enough to restrain 


à person who was behaving disturbingly or threateningly. 

(I am speaking here about the ordinary course of events in the 
In instances of flagrant defiance of the 
I have explained earlier, I issued 
defiant patient into 
of the group 


community meetings. 
rules of ward decorum, as 
firm commands, and the effort to bring the 
compliance took precedence over the direction 
discussion.) 

Unanswered Questions. No atte 


questions that were addressed to me by the 
s of the group, I answered it. Other- 


‘I do not have 


mpt was made to answer all 
patients. If a question 


Was appropriate to the purpose 


wise I was silent. At times I openly admitted.“ 
I believe, for the leader to be on 


which the patients may en- 
He is a human 
ag to the small 


an answer." It is essential, 
ear 5 s 2 
guard against accepting the role with 
dow him of an omniscient or clairvoyant power. 


being who is often limited in his understandir 
periphery of what he sees and hears, and he must not hesitate 
to say so. In my summary of one meeting I baldly stated, “There 
' This had a profound, almost 


are no answers to some questions." 
id on the staff). It shattered 


electrifying, effect on the patients (ar 
their illusion of the omniscient leader. 


actical questions of a pur 
ance to the purpose of the meet- 


I was either silent or 


I did not answer pr ely administrative 


nature which were of no signific 
ing. When such questions were asked, 
I told the patient to take the matter up with me at the appro- 
priate time and place—either at sick call or in individual 
mterview. 
to provocative questions or to 
ntention to divert the 
introducing an intel- 


I was silent, too, in response 
questions in which I perceived a hidden ir 
group from its therapeutic purposes by 
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lectual topic of discussion or by putting me in the position of 
a lecturer. 


In one meeting, for example, when we were dealing with a 
schizophrenic patient who was mute, another schizophrenic said 
to me, “Have you had many cases like this, Doctor, or is he 
unusual?” I did not answer, though he must have detected à 
moment's hesitation as I decided whether I should or not. He 
said, “If this is an inappropriate question, I will withdraw iu 
The formal almost legalistic phrase led me to say, The question 
is not inappropriate, but I don't think it would be particularly 
helpful to answer it." 


When diversionary questions were brought up at the end of the 
hour, I usually said, “Our time is up. Why don’t you bring this 
up tomorrow?” On one occasion, after I had concluded wes 
summary, a patient asked, “What do you do for sleepwalking? 
As I had already said, “The meeting is over," I simply left the 
group without replying. The patient, I found out later, ua 
disappointed and somewhat angry but not particularly Li geo 
because, as it turned out, he was consciously testing me out to sce 
whether he could make the hour run longer than I said it would. 
(On some occasions, however, hours were permitted to run over 
time. Such decisions, while sometimes wrong, were deliberate 
and yet instinctive.) 

Inevitably, the refusal to answer questions caused some frustra- 
tion. In one instance, in which I was probably in error, a schizo- 
phrenic patient to whose question I had not replied, burst pets 
"You think I'm a nobody." But, in general, it was not a par 
of our technique that we had to reduce anxiety wherever 4 
occurred, any more than that we should give a patient a sleeping 
pill if he had not slept for a night or two, We believed, rather, 
that patients could deal with their anxiety and could use it, with 
what help we could give them, to worry through to a solution 
of their problems. The philosophy of the ward was, therefore. 
not a tranquilizing one, but one in which the patients were forced 
by circumstances to face reality, to face their feelings, to face 
each other, and to face themselves and the socio-environmental 
situation. 

Practices On Seating. Each patient brought his own chair from 
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beside his bed and placed it in the position where he wished to 
Sit. Since we wanted the seating to remain a spontaneous ex- 
pression, the choice of position was only rarely referred to in 
the meeting by me, and the patients were not directed to any 
particular position. If patients were standing or sitting on the 
floor, they were asked to take a chair: but they were not usually 
told which chair to take. On one occasion a patient took the posi- 
tion in which I invariably placed my chair, and when I walked 
toward my place I found it preempted. I sat nearby. "Throughout 
the hour he sat quietly in my place, listening to everyone 
conscientiously and clearly imitating me. 

We often wondered what would have happened if we had 
arranged the chairs prior to the meeting in some configuration 
of our own choosing. But that would, of course, have changed 
the whole matter and would have deprived us of a significant 
form of nonverbal communication. 

Introduction of Visitors. Many psychiatrists and. psychologists 
from outside the hospital came to sit in on the therapeutic com- 
munity meetings. Their visits were valuable to us, both in enab- 
ling us to use the ward experiment as a teaching device and in 
giving us the benefit of their observations. On the other hand, 
the presence of visitors (especially civilian visitors) inevitably 
introduced an element somewhat foreign to the ward and, on 
Occasion, interfered with the ongoing process. 

At times, particularly if the visitors were sensitive, interested, 
and sympathetic, the patients took a certain amount of pride in 
demonstrating their sophistication and cooperative venture. At 
other times, however, they were suspicious of visitors; then they 
tended also to show a sense of distrust toward the staff—a feeling, 
born to some degree of jealousy, that we were not genuinely 
interested in them but were merely seeking something for 
ourselves or to show them off. This was especially true when 
there were a great many paranoid schizophrenics and aggressive 
“psychopaths” on the ward. 

One such meeting in the early days of the experiment was 
almost a demonstration of what a community meeting should not 
be. On this occasion I had postponed the meeting for an hour 
awaiting the arrival of a distinguished visitor. As a result, it was 
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an extremely difficult and turbulent one, for the 5 
the postponement as evidence that someone else—and a civilia 
Visitor at that—took precedence in my 
routines. Repeatedly throughe 
meeting be disbanded 
happened at other times 
In this meeting 


€yes over them and then 
ut the hour they asked that "n 
until the next day, a thing which never 
I made a second error, never again . 
of introducing My visitor to the group simply as "a friend o 
mine," without explaining who he Mat 
why he was there. Matters were further complicated by the sae 
that he had brought a second Visitor with him. So the patients 
were being asked to perform 


= or 
was, where he came from, 


not only for my friend but for 
my friend's friend, and they had little intention of doing e 
To compound confusion, since the two visitors were . 
son, the patients heard me address both of them by the oes 
name. This was extremely disturbing to the severely ill E ¢ 
phrenics with ideas of depersonalization and confusion of gee 
(and the previous day one patient had struggled with the ide 
that I might be two people instead of one). 


Through a process of an 


N 5 RE -rors in pio- 
alyzing this and similar errors in } 
cedure with 


the aid of the staff. we worked out certain m 
€ Introduction of visitors to the group: In pieta 
patients precisely who he was, what jue 
and where he came from, and explained that he was here 
attend our meeting 


immediately the inappropriateness ie 
ised as a social amenity. After all, what eee 
they say? And my query would set the tone of the meeting and give undue we 195 
toa matter which was an administrative one that, in the final analy lay in a 
hands. The truth of the matter is that this therapeutic community was TRE 
democracy in any political sense and we F ced no concealment of this TCR 
vote taking or consensus polling on administrative matters. Indeed it is my be 

that much confusion in all forms of “group therapy 
know of innumerable examples of highly ration 
ers have evolved to carry on an illusion of “de 
there is clear direction exerted in subtle 
about their social, administrative, and th 
was 


practi 


rests with just this factor. € 
alized sets of mind which group lead- 
mocracy“ and “permissiveness,” i 
and not so Subtle forms. Since decisions 


a : s, it 
erapeutic welfare rested in my hands. ! 
i i z s 
up to me to act and to subsequently modify any erroneous actions; and thi 

icate Pov; p 4 H "s an 
responsibility could not be abdicated. Moreover, Sroupocracy” is sometimes à 


Nonoperatio; 
h to fit ther 


inappropriate carryover of the pure laboratory, nal group dynamics r 


Search, a procrustean theoretical bed upon whic rapy. 
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Usually visitors were taken to sick call and introduced to each 
patient individually before the meeting. Whenever possible, also, 
they were r s J E. ; 
hey were expected to come for two consecutive meetings. 

When these rules were adhered to. and when there were not 
te Aeiio : R 
2 many visitors at one meeting or on too many consecutive 

ays, the interference with the community process was negligible. 
and some visor $ 3 
Fus some visitors made extremely penetrating contributions to 

le discussion, both at the community meeting and at the fol- 
lowing staff meeting. 

Tse 
‘ Use of Phonograph Records. Phonograph records were occa- 
lonally used in the meetings to stimulate discussion of a specific 
or a E : „ . 
Problem before the group. For this purpose we used primarily 
a series of records which I wrote and had professionally produced, 
95 85 present brief stories in short dialogue form of conflicts 
between parents and children.* 

Each of these stories ends on an inconclusive note, without 
resolving the conflict, leaving the listener to imagine the out- 
come for himself, as a sort of dramatic unfinished sentence 
exercise. So there are as many endings as listeners, depending 
"pon the feelings and thoughts which each one brings out of his 
own life experience to the present situation. 

The playing of a record tended to unite the patients on a 
common topic that displaced present conflicts into childhood, 
Which was on occasion simpler to deal with than the highly 
charged here and now. A properly selected record sometimes 
— 

4. The 16 dialogues in this 
therapy with tuberculosis patients. They are available on two 12-inch records, 
and the text is in book form (Wilmer: This is Your World). It is not suggested 
that these are the best records, but only that they are available and that there has 
been some experience with their use. The range of topics represented is sufficiently 
broad so that it was possible to find a stimulus example for most points that be- 
came a focal part of the frustrating impasses in the community mectings. 

In addition to these dialogues other records were used, such as Gordon Jenkins’ 
"Manhattan Towers," selected dreams from his "Seven Dreams ' and the record of 


the sound track from the movie “The Little Fugitiv 

Certain portions of sound association technique ords which we had previously 
developed (Wilmer, Wilmer and Husni, and Briggs. Gaede and Wilmer) were also 
played, particularly the “angry father” sequence: but because of their less structured 
tv, they were not so useful in a group where the turn- 
for long periods of time, however, 


ries were developed originally for use in group 


form and their extreme brevit 
Over was so rapid as in ours. In groups formed 
they might have considerable value. 


286 SOCIAL PSYCHIATRY IN ACTION 


brought into sharp focus an idea with which the group had been 
struggling tangentially for days, unable to handle it dp) 8 

A general word of caution is necessary, however, about the 
of records as stimulus material. One must resist the seca 
to play a record merely to break a silence or to defer until ux nd 
row the arduous task of dealing with the painful thoughts a in 
leelings that the group are 


; valuc 
reluctant to face today. Its y al 
the therape 


utic process depends on this: To produce the desired 
effect, the record must lead to the 
before the group, and its use 
furnished by verbal 
decision to play a 
must be 


heart of a problem immediately 
must be in direct response to Pos 
communications from the patients. 455 
record, therefore, and the choice of 8 
made spontaneously in the meeting as the clue ipe 
itself. The record must also be played early enough in the 
to allow adequate time for 
evoked by it, and not so ofte 
impact, or divert the 


^as 


Sees ae: 2 Ya 25 and 
disc ussing the feeling its 


: 18 affect 
n as to lose its novelty effe , 


group from their primary function: 
Sometimes the mere 
the ward in prep 
ful communic 


" 0 
process of bringing the record player 15 
aration to play a record would stimulate mean sith 
ations. In that case I found it wise to deal w nd 
these communications themselves and set the record aside. I ap 
it advisable, also, not to keep the record player on the ads 
to bring it in each time that a record was to be used. 1 the 
of a record a special situation. It also removet 

temptation to use 


the playing 


1 M 
3 x iflicu 
the records indiscriminatingly at d 
i i rapeutic "Dose. 
moments in which they would serve no therapeutic pur] 


of 
5 ; ven annot, € 
The situation in which a record should be used can 


ances 

DA : ; " > CITC asta NG 

course, be precisely defined since it depends on the circun eE 

i Fi i ins 'e will serve as a col 

of the moment. But the following instance will serve as 

I TRA ord seemed 

nee, I feel that on some occasions the record se 155 
3 n e aware * 

to fit well the needs of the group and to help it consider bly. But I am aw a not 

on other oc “sure that perhaps 3t at on 

entirely derived from the solution of the group's problem. I am aware too thé 


5. Looking back at my expe 


ions it may have given me personal ple 


jas 
a number of occasions I introduced the record because the tension in the ue Pan 
anding of the processes so vague that I could think o em 
else to do. It happens that I am int ted ii. the use of records in group treatt 

This is not to say, however, that their use is an essenti 


so high and my unde 


'apeutic 

al part of the therapet i 

i " = al 

ity technique. It has to be considered that a group therapist does a á 

community tec! + 2 E „ whe! 

k à hat the group is doing. and certainly there were many occasions WA 
Ways know wha " E 3 S 

frankly I did not know what to do for the best. 
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illustration of the use which we made of this type of material 


and the results that we observed. 

" In one meeting where the group had been discussing the 
“blame” of parents for a child's behavior, I played the record, 
The Unwitting Influence of One upon Another." It is a story 
of a little boy who took to walking long journeys through the 
town, the father unwittingly stimulating his son's behavior for 
its vicarious pleasure. The story is perhaps a somewhat subtle 
one, and when the record ended, a schizophrenic patient 
immediately said, "Whats that got to do with us, Doctor?” 
Another patient said, "It has a moral and it's a lesson. All the 
record tells is that a little boy didn't want to go to school, but 
it x got to do with blame, blame on the mother." A third patient 
said, “The mother disowns the child; when it's good she claims 
says it belongs to the father." Then 
first question spoke up again, 
father's not there." 
and so con- 


it, and when it's bad she 
the patient who had asked the 
1 You have to fill the empty places, when the 
This patient, who was so frightened, so paranoid, 
fused that it was impossible for several days to get a coherent 
history from him, was an illegitimate child; so the missing father 
was of vital developmental importance in his life. While others 
juestion of blame, and an example of 
his child, this patient saw it only 
his own life, where 
lay on his bed 


saw the story as a lesson, a ¢ 
the relationship of a father to 
in the light of the great empty void in 
there had been no father. The following day he 


throughout. the meeting, saying that he had a severe headache. 


ATTITUDES TOWARD THE LEADER 


The attitudes of the patients toward me reflected my dual 
role on the ward, that of psychiatrist and that of Naval officer. 
I was seldom addressed by my military title, however, or by 
name, but nearly always as "Doctor." My role as psychiatrist 
was sometimes referred to by the directly, and frequently 
indirectly; in one meeting it was established beyond a doubt 
by an episode which had dramatic effect. A very withdrawn 
schizophrenic, who was slumped in a chair behind other patients 


with his head in his hands, suddenly called out urgently, looking 
at the floor, “I want to see a psychiatrist.” I answered quickly, 


patients 
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in a loud and almost angry tone, "Well, damn it, sit up S 
look at me." He did, and for the rest of the hour he seeme 
to be a member of the group. 8 about 
In many instances the patients directed questions w e p As 
my role: “Well, what are you trying to do, Doctor? Isn't oa 
set us to talk? Isn't that so?” I replied, "Yes." They 5 
me questions, too, that were intended to explain then ipee 
attitudes and. behavior, such as, "How would you feel d 
were locked up?” But this I did not answer, first, because I e m 
know and, second, because I would not be a Rd Id 
matter how much I shared their feeling. It was not how I Stes 
feel but how they did feel that really mattered. But the „ 
most frequently addressed to me in my role of Sule re 
were, "I want to go home. Get me out of here." qos di) er hrs 
followed by a tacit nod to my role as a psychotherapist, The 
nothing wrong with me except physically." hey 
Occasionally, when the patients felt hostile toward me, t 
got off onto the topic of ; 'enic 
operated long as "gripe sessions." Occasionally a peso Adi KS 
patient would so actively and ambivalently identify with sanie 
he would act out a sort of caricature of the psychiatrist, answe 
ing all questions and alienating the 
arily from me perh 
A few patients 
(Ask him," etc.) 


: 3 nes seldom 
"sick doctors," but the meetings se 


group from him (and tempol 
aps) at a very rapid rate. dev 
asked me to speak for them in the n 
and one patient, who was too depressed A 
tense to read the group a letter from his sister which he wan x 
them to hear, asked me to read it for him; at the end of an hon D 
I did. In the interviews a patient sometimes called me “Father, 
but this never occurred in the meetings. in 

Since I was not only the psychiatrist, but usually the ranking 
Naval officer on the ward, the attitudes of the 


; Td 
patients towarc 
me also reflected the variable attitudes in a milit 


ary organization 
toward the commanding officer, usually quite positive feelings: 
at least consciously. doe. 

A veiled reference to my power and authority was sometimes 
made in the meetings. For example, on one Becaslem an ofice 
patient, in demanding that he be Siren d hae 


ate room and a 
i A c 
private head, said to me, "And you 


hold the big stick." The 
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illusion of my power also led to resentment toward me at times 
when very psychotic patients behaved ageressively. The other 
patients could not comprehend why. as the omnipotent leader, 
I did not authoritatively order psychotic disturbing behavior 
to subside or cease. 

The situation was sometimes complicated by the fact that 
many enlisted men are extremely hostile toward officers. Not 
infrequently there were intemperate denunciations of officers 
and of the Navy. This hostility was often displaced quite openly 
onto the officer-patients on the ward, and some of it also in- 
€vitably spilled over onto me. 

Situations of jealousy, rivalry, and identification with the leader 
(either me or the temporary leader in the patient group), which 
frequently developed, were also related primarily to my officer 
Status, but more important, to my father surrogate role. One 
Practical device used in dealing with this problem was the 
doctor's list“ by means of which interviews were requested. 
Since the patients who sought me out individually had to write 
their names on this openly posted list, the more dependent 
people were subjected by this means to the pressures of the 
peer group. 

The one patient who was always seen in individual therapy 
daily was set aside to some degree as a "special case." This was 
noticeable in his behavior and communications in the meetings. 
ally accepted this as evidence that, 


But the other patients usu 
they would be treated similar- 


if they were sick and needed help, 
of special privilege or special devotion. 


ly. rather than as evidence 
only within the limitations that 


Patients were treated "equally 
seemed reasonable and therapeutic, 
rules applied equally to all. 

The more disturbed schizophrenics, in particular, frequently 
manifested jealous rivalry for my attention by talking incessantly 
In the meetings, sitting next to me, and standing between me 


and any other patient who wanted to speak to me. Often, also, 
one relationship with me by 


"Let's you and me talk,” or 
and talk—no one wants 


but “regulations” and ward 


they would try to establish a one-to- 
Saying, when the group was silent, 
“Talk to me," or Let's go to your office 
to talk." 
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Rivalry with the leader was markedly evident in certain very 
psychotic officer-patients (also in high rated men) who felt 
depreciated and were struggling with a status problem. Outside 
the meetings, such a patient might try to cope with this problem 
by insisting that the other patients treat him with all the P 
due his status, to the point where he completely antagonized anc 
alienated them. In the meetings, his attitude toward me was m- 
tended to imply to the other patients, "We officers have certain 
things in common," and he also attempted in numerous Nay e 
displace me as the person in control by his domination of the 
discussion. 3 

One manic-depressive officer expressed his feelings of ssa 
follows, “I am nobody but a patient. I am not a Marine gare 
because I do not have my bars on." But his very communication 
established him as an officer, and was intended to do so. He vus 
insisted on swabbing the deck on the ward, to the consternation 
of the Navy personnel, ostensibly as a gesture to show that lie 
was "one of the men." But 
don't treat me with the 
Status, I will behave 


in real; jas sanno "If you 
in reality he was saying, duet 
special consideration due my rank per 
like everyone else.” (The ataractic a 
had no appreciable effect on this patient. His manic enn 
continued unabated, and it was felt that the therapeutic commu 
ity was not well suited for his care with the enlisted men.) ee 
estingly his behavior, contrary to ward custom, divided 3 
ciously directed) the Marines, who, while disliking him as * 
person, came to his defense, and the Naval personnel. A 

The problem of jealousy also involved the question of dis- 
crimination. In one instance a patient who refused to work i" 
the galley caused considerable annoyance and anger in the uet 
A sergeant, sitting on my left in the “deputy leader's chair," 12 
“If anybody gets out of galley duty it should be people wil? 
Status, such as the sergeants or chiefs, but in here everybody 
leaves their rank outside.” Since the man who had not worked 
in the galley was unnamed, I finally Suggested that those whe 
had refused to work should speak up. One patient did, saying that 
he had been on galley cleaning duty in the last ward and wanted 
a few days off before he did it here, 

"And why is that?" I asked. 
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“Because of my back.” 
"But you didn't say that!" I pointed out; "you only said you 
wanted a few days off. 
“All you have is social pressures," he pointedly replied. 
Don't you think there are such things as routines and sched- 
ules” I asked. “We expect everyone to take his turn.” 
“Everybody should do it,” another patient immediately added. 
Finally the sergeant pronounced his judgment, “It has some- 
thing to do with the unconscious and the sense ol responsibility.” 
“It has more to do with the dirty galley deck than with the 
unconscious,” I explained, and there was an obvious relief to have 


i e : 
t placed on this common-sense level. 


ATTITUDES TOWARD THE MEETINGS 


" In their first meeting on the ward, patients would often ask, 

What are the meetings for?” or "What's going on here?" I rarely 
replied, for I felt that it was better to let them find out for them- 
Selves by experience with the meetings. On occasions, however, 
When a large number of new patients had been admitted. the 
previous evening, I would explain the purpose of the meetings 
briefly at the start. But sometimes patients would volunteer an 
explanation, One such explanation, advanced by a psychotic de- 
pre Sed patient, was “The meetings are a means of helping, of 
friendliness, of getting along together, decreasing tensions.” Then, 
acting upon his definition, he very appropriately began to tell of 
his own delusions, his dreams and fears. 

Sometimes the patient volunteering an explanation would warn 
the new patient, “No one wants to talk about personal things in 
the open meetings," and would then launch into an extremely 
personal revelation of his own emotional problems. 

In the middle of one meeting a very paranoid patient, who had 
been charging that the other patients were all mad at him, 
concluded by saying, "At least you can see one purpose in group 
therapy. It shows you who your enemies are." In another meeting 
Where a schizophrenic patient had dominated the hour with in- 
Cessant confused talk under great pressure, one of the patients 
gave him a little lecture, The meeting is for everybody, and il 
the doctor wants to talk to you he will, and he'll do it in his 
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office if necessary. The meeting is for everybody, and nobody else 
can talk if you talk all the time." : : ale 
On a number of occasions patients gave moving testimon sn 
on how they had been helped and had helped each other in t 
meetings. In one such 
chance, almost a new le 
again.“ 


instance a patient said, "I've had a Eni 
ase on life. Now I'm going to start all uj 
' Then he stood up and added, "What you really pu ad 
peace and quiet and to be able to sit down and think. ix id 
patient sugeested, "Maybe everybody needs more faith." A t ae 
patient agreed, adding, “Yes, faith in yourself, and then y 
can have patience.” : a new 

And once a patient was overheard in the galley telling a et 
patient who was reluctant to come to the meeting, "Come on the 
there. There are a lot of intell 


i ere in 
Igent people out there 1 
, » 

group. 
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APPENDIXES 
APPENDIX 4 


WARD REGULATIONS 


" 9: 
l. Group meetings are held on this ward at 0845 to 0930 
Monday through Saturday. Satur- 
va Visiting hours daily from 1400 to 1600. Wednesday, une 
day, and Sunday 1900 to 2030. No children visitors. Limit, 
Visitors at one time. all. This 
3. Shave call every morning. Do not miss shave cas m 
is not ony important for morale but is expected behavior. 
4. Shower call €very afternoon. luring 
5. No smoking in bunks. Smoking permitted, except dur 
quiet hour, 1230 to 1330 or after 2200. ER. 
6. All letters are to be left unsealed at the nurses’ stati 
This is a hospital regulation for the receiving ward, isian 
75 Telephone calls may be made with the doctor's permu» 
or the permission of Miss Greene. , Ihe 
8. The average stay of patients on this ward is 10 pom to 
only exception, as a general rule, is those pasen bia be 
the open receiving ward, 49B. This decision will usua tee 
reached within 94 to 48 hours. All other patients n en 
to stay on the ward for the usual prescribed period of ee 
9. Each patient will be seen by the Ward Medica other 
on admission. Any one wishing to sce the doctor at 8 He 
time should write his name on the list posted on the boar until 
will be seen in Order as time permits. Hd cannot seti 
you see the doctor, bring up the problem in the group s it 
or at morning sick call, which will be held 5 y 
ceding the group meeting Mondays through 3 aye toilet 
10. Shopping for personal items Suel as oe ote 
articles, soap, magazines, stamps, shaving cream, shampoo, 


1324] 
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tonery, candy, et cetera, will be handled through the nearest 
shopping list. The list is made out on Monday and Thursday. 
Shopping is done on Tuesday and Friday. 

7 1. Special pay on Tuesday and Thursday only for emergency 
Situations. Ordinarily your pay record will arrive here shortly 
after you do, and if your records are here you will be paid on 
regular pay days. However, you are limited in drawing only up 
to $30.00 to be held in the Patients’ Fund by the Administrative 
Assistant on this service. If you need to pay bills in excess of this 
sum you may have the money order obtained for you, if you 
have the money on the books. 

12. Work details will be assigned and each patient is expected 
to take his turn in strict rotation system. Patients will be treated 
alike. Those patients who are too ill to perform their details 
need not be specially excused. Their illness will be obvious to all, 
and no one expects such sick patients to work. 

13. Library cart comes on Thursday. Ask for special books 
you wish, The hospital maintains an excellent library and an 
excellent occupational therapy department. Patients are urged 
to participate in the occupational therapy activities of the hospi- 
tal. You are permitted to go from this ward to occupational 
therapy, and those of you who are able are urged to visit the 
Occupational therapy and find something of interest there. 

14. On being transferred to other wards, change all linen on 
bed, clean out bedside locker, and wipe top and inside of locker. 
Patients going to open wards will change into uniform before 
leaving. Patients going to closed wards will keep on pajamas and 
slippers. 

15. When addressing your mail you will use as your address: 
U. S. Naval Hospital, Oakland 14, California. Do not use Ward 
55 as you may be transferred before you receive your answers. 

Television will be turned off at 2200 every night unless the 
majority of patients request an extra half hour. Unless time is 
specifically granted by the Ward Medical Officer or the Officer 
of the Day, the television will not be on any evening beyond 
2230. Reveille and Ward cleanup will be held regularly during 
the week, Monday through Saturday. Patients are allowed to 
sleep in Sundays and holidays. Shower call will be held at 1545 
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] ve t RO el . » A.M. 
daily. A television and radio Corpsman is assigned for the 


p h 5 by 
and P.M. Any change of stations or channels will be made only by 


the radio and television Corpsman and not by patients. depu: 
request changes through the Corpsman, and changes must mee 
with the approval of the majority of the patients. nes 

By cooperation and consideration of others the smooth run 
ning and friendly spirit of the 
Any reasonable requests will 
some requests must 
wherever possible 


receiving ward can be basa 
be given due consideration. Whi s 
necessarily be met with a negative reply: 
reasonable requests will be granted. 


APPENDIX B 


SAMPLES OF NIGHT CREW 
NOTES TO DOCTOR 


Note 


To: Dr. Wilmer 
From: Night Crew 1/7/56 
Subj: Night Routine 

(2400) Pt. Evans started the night by coming up wanting to 
wash his hands. States he was "all dirty from fighting the flood." 
Then pt. started out the door into the hallway, when stopped 
by corpsman. Pt. stated "Joe" was out there and needed help. 
Wanted something to pry the door open. Pt. was returned to 
bed (0030). Pt. is up trying all the doors on the ward. 5o far, 
does not seem to be upsetting as yet. 

It seems to be hard getting anything thru to the pt. When 
corpsmen attempt to talk to him, pt. will sometimes butt in 
Or just walk away. It appears that pt. is thinking far ahead 
of his actions. Of course this is only our conclusion. Would you 
tell us if we are on the right track? 

(0045) Evans up again pacing around the ward, trying all the 
doors. At this time patient is talking to himself, corpsmen are 
unable to understand what he is saying. 


(0115) Pt. is now down at the far end of the ward by the screen 
thing is jammed in the door and is trying 


talks he has flights of ideas but they all 
flood in some way or other. 


door. He thinks some 
to open it. When pt. 


end up in connection with the 
(0900) Pt. was found in the rear of the ward by the door 
He thought that was the elevator, he 


then tried to get out into 
became more and 


yelling "Hurry up Joe." 
waited for it for a half an hour. Pt. 
passageway again and with each attempt Pt. 
more belligerent. Pt. claimed there was someone out there wait- 
ing for him. (0245) Pt. now trying to open the windows, every 
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time the wind would blow the shade would move and make a 
noise and pt. would run over to it and start talking as if someone 
else was there. ; 

(0300) Pt. shows very good signs of hallucinations. He was 
having a conversation about moving, pt. then moved all the 
chow tables, he symbolized pts.” lockers as statues. He had all i 
unused blankets on the floor. (0400) By now pt. has a lot of the 
other pts. awake, once now and then you could hear a pt. grumble 
but that was about all. ’ 

That pretty much takes care of the night. If there are any 
suggestions we would be glad to try them. | 

One other thing, Pt. Keller got up early (about 0400) ane 
complained he couldn't sleep, so we asked him if he vane in 
help us out sorting dirty linen and pt. wanted to so we put jn 
to work. He enjoyed himself very much and corpsmen and pe 8" 
to know each other a little more. Both Clement and I teel i 
was helpful but we would like your approval. Sometimes Mure 
the night pts. get up and want to talk things over and igne 
down a hyperactive pt. Would you let us know your feeling on 
this? Thank you. 


Night Crew 
Note 


To: Dr. Wilmer 
From: Night Crew 1/13/56 
Subj: Night Routine 


Relieved the P.M. crew, ward was quiet and secure. All gates 
in bed. Orders received from the P.M. crew on patient Jon 
going to hit patient Sullivan if he came by his bed once morc: 
0005 

Pt. Smith: 2 

Pt. came up to nurse's station asking to wash out his E 
Pt. seemed very unsteady. Pt. leaned against wall and then 954 oe 
corpsman. Corpsman had to hold up the patient. iie do 5 
escorted towards his bed, in which the pt. seemed to be a N e 
walk by himself. Pt. then fell to deck. Pt. had enough vue 
protect his head from hitting the deck. Pt. picked up and pla 
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in his bed. Corpsman was trying to get his pulse, which was 
very strong, when he asked again to wash out his mouth. Pt. was 
asked if he thought that he could stand up on his own. Pt. said 
that he would try. Pt. made it to the nurse’s station very well. 
Pt. washed out his mouth with two med. cups of water, then 
started to drink the water. Pt. drank ten cups of water. Pt. was 
asked why and he replied that his tongue was burnt. Pt. went 
back to bed. Pt. kept repeating that he was going to die. Pt. 
said, “If I go to sleep I'll be dead." Pt. was reassured that he 
wouldn't die and to try to sleep, on which he did go to sleep. 
0030 

Pt. Fritz: 

Pt. is lying on his bed awake. 
with staff. Pt. said that he had 
tired. Pt. also said that he was just lying down thinking, 
man asked it there was anything that he could help him with. 
Pt. said that it wasn't that serious to talk about. Pt. didn't say 
what it was that he was thinking about, in which corpsmen 
thought that he shouldn't push the subject. Pt. laid awake and 


Pt. was friendly when conversing 
slept most of the day and wasn't 
. Corps- 


later. fell asleep. 
0045 

Pt. Riley: 

Pt. got out of bed and walked up to the rear of the ward by 
the screen door. Corpsman went up to him and suggested to him 
about going back to bed in which he was very cooperative and 
said all right. Pt. back in bed resting. In a matter of minutes he 


was asleep. 
0100 

Rounds: 

On the making of rounds only two patients were slightly 
noisy. Pt. Thompson was snoring very loud, but didn't disturb 
the others. Pt. Smith was breathing very heavy in his sleep. His 
breathing sounded like a swift wind. 

0200 

Rounds: 

No unusual moments of patients. Only that Pt. Ferris was 


sleeping on top of his blanket with his robe over him. 
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0300 
Rounds: 
No unusual moments of patients. Everyone sleeping. 
0340 
Pr Tripp: e: 
Pt. came up to the nurse’s station with the bottoms. of 2 
P. j. s wet. Pt. was given a clean pair of p. j. s. Pt. said, ud U d 
until morning to change to the clean ones." Pt. got into bec 


and went to sleep with the wet ones on. 
0400 


Rounds: 

No unusual moments of patients. All seemed to be asleep. 
0410 

Pt. Lee: ips 

Pt. came up to the nurse's station and went to the head. 00 
came out of head and told staff that he didn't stay away e 
long and that he went over the hill. Pt. said this with a p 
smile on his face as if he had done something big. He sort š 
said this in a way of bragging. Pt. went back to bed and sleep: 
0450 

Pt. Roller: id use 

Pt. came up to the nurse’s station and asked if he conli Send 
the head. Pt. went to the head and went directly back to po dot 
Pt. shows no change in the expression on his face, but did 
stall around like he usually does. 
0500 

Rounds: USE 

No unusual moments of patients. All seemed to be sleeping. 
0530 

Pt. Riley: m 

Pt. got a and went to the head. Pt. started to do md 
the ward. Pt, is suggested to go to bed. 1 t. said that y 1 050 
80 to bed a little later, in which when a little later tea gain. 
ae forgets where his bed is. Then he repeats himself peg 
that he'll go to bed a little later. Pt. would talk about pen 
are not even on the ward, or CV thought ‘ngs dien 
would be a car, etc: pt. asked staff about selling his truc 
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would jump to another subject as flowers on his wife's hat. Pt. 
most of the time thinks of going somewhere. 
0600 

Lights on, coffee on the ward, clean linen passed out, patients 
awaking. Concludes the routine of the night. 


Note 


To: Night Crew 55 
From: Dr. Wilmer 
Subj: Ward 
(Summary of group meeting) Things seem to be fine. I was 
pleased at how the ward ran while I was away and that you felt 
it was satisfactory. Beachum has calmed down quite well tho he 
is still on the edge. We have discontinued his serpasil, which he 
thought was poison, and I have been seeing him daily for brief 
interviews. He says, "I don't want any trouble," and he's had 
enough in his life. He is getting well. Had we switched to chlor- 
promazine we would have decided it was a "miracle." Lt. 
Anderson is somewhat argumentative and is quite sensitive about 
pride. It will pay dividends if you speak to him as "Lieutenant." 
I think he will do OK here but feels he is not sick. Also Caputy 
is quite delusional and withdrawn but I think he will pull out 
of it quickly too. He was in the brig at TI for assault. I don't 
know exactly about the recent episode but he is quite acutely 
psychotic. Smith is suspicious of others but friendly when ap- 
proached. 


I'll be on 56 tonight . call me if you have any questions. 


H. A. Wilmer 
Note 
ro: Dr. Wilmer 
From: Night Crew 1/26/56 
Subj: Routine of Night 


mplaints of noise was 
ig very hard at begin- 
eem to do too good. 


The night was very quiet. The only co 
of two patients. (1) Pt. Cohen was coughir 
ning of nite. Pt. had some water but didn't s 
Pt. finally stopped coughing and went to sleep. (2) Pt. Smith 
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came up to head a few times. Pt. said, “I feel like having a B.M. 
but when I get into head I can't do a thing. At reveille the only 
patients that are up are pts. Kamp who said that he slept real 
good and Pt. Beachum who did not make hardly any noise, made 
up his bed and sat in a chair listening to music. Pt. went back 
to bed but is not sleeping. 
Night Crew 
Note 


To: Dr. Wilmer 
From: Night Crew 1/30/56 


We had an extremely difficult night last night with all these 
new admissions the ward was tense when we came on duty. We 
had a very hard time trying to quiet down the ward after the 
T.V. was secured. Pt. Caputy made a desperate try to get off of 
the ward. He got halfway down the passé geway until corpsmen 
were able to catch him. Pt. was brought back onto ward. goi 
NPOOD was present at the time and talked to pt. Pt. did quiet 
down a lot. 


The one pt. we had a lot of trouble from was Lt. Anderson. 
He has caused a lot of trouble on the ward. Pt. uses his oe 
over the enlisted man and tries to get them to do different things 
such as throw pillows at the nurse's station or try to get through 
the passageway, and even pick fights with the corpsmen. d 

Pt. is always trying to get the corpsmen to hit him. Pt. calle 
us queers, pimps, dirty rotten bastard, etc. He referred oap ad 
to bananas, first green then yellow and finally rotten. Pt. woulc 
get two or three of the sickest pts. in a group and tell them not 
to do anything we asked because we were out to hurt them. l 

Dr. Wilmer this is a very difficult problem. In about e 
hour's time this pt. can have half of the ward so upset it A 
almost impossible to get them calmed back down to normal. Re 
Anderson does it in this way, "You go ahead, fellows, I'll cone 
Then when he sees things aren't going the way he planned he 
Steps out of the picture and rest of the pts. get the blame. "m 

He started taking notes on the corpsmen so I suppose you W : 
hear some drastic things. We would like to know how the 7 5 
meeting will go this morning. I feel it will be all together differ- 
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ent than they have been. We have a completely different kind of 
ward now. I find the age group is much younger and the reac- 
tion to the disturbances at night are a lot different. Last night 
we had a completely different reaction. They did not respond asa 
group, but seemed to be scared, and they seemed to shy away 
from the situation. 

Pt. Rush is very attached to Pt. Anderson. Pt. Anderson has 
him completely in his power. Last night Pt. Rush did most of the 
advancing as far as causing trouble. Every time we would stop 
pt. from doing something Pt. Anderson would yell out, If you 
touch that man I'll break every bone in your slimy body.” 

Both Pt. Anderson and Rush took their blankets and laid down 
on the floor together, then Pt. Anderson put Rush in his bed 
and stood watch on him the rest of the night. 

If you have anything to offer in the control of the ward or 
what we could do as far as Pt. Anderson goes we would appre- 
ciate any suggestions. 

Night Crew 


Note 
Dr. Wilmer: 1-31-56 

Last night was a little more calm and quiet, the only pt. we had 
any trouble with was Rush. He came up to the nurse's station 


and had two sharp pencils. He came when Corpsman Gannon 
was in the nurse's station alone, Corpsman Clement was back 


Sorting dirty linen. 

Pt. Rush was very de 
tended I didn't hear the pt. 
that came a little too close so I 
pencils, at the same time pt. 
Gannon on the head. Gannon had to grab pt. 
had the pencils. Pt. was then taken to bed, the rest of the night 
was quiet. Rush got up a couple of times, came half way down 


the ward and returned to bed. 

In all the noise and commotion the rest of the pts. didn't react 
whatsoever. This will probably be brought up in the group. We 
would like to keep informed as close as possible on these pts. 

Night Crew 


manding and said I was to die. I pre- 
at first but pt. made a few lunges 
attempted to relieve pt. of the 
picked up à flashlight and hit 
because he still 
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CONSULTANTS’ EVALUATIONS OF 
THE PROGRAM 


ANALYSIS OF GROUP THERAPY IN AN ADMISSION 
WARD, UNITED STATES NAVAL HOSPITAL, 
OAKLAND, CALIFORNIA 


By GREGORY BATESON * 


The purpose of this report is to analyze some of the processes 
which operated upon this ward which I observed for one week; 
and to give such an account of these processes as may be valuable 
in case it should be decided to repeat this experiment. 

It is not the purpose of this report to evaluate the results 
achieved. To do so would require continued contact with the 
ward and a sort of data which the writer does not possess. On 
this aspect of the matter, all that can be said is that I personally 
was very much impressed with the probable therapeutic value of 
what was happening and have no doubt that the record of the 
ward over time would amply substantiate this impression. A 

The various circumstances which contributed to the SERE. 
ness of this very extraordinary therapeutic community will be 
enumerated in order of the ease with which they might be 15 
produced. This list will range from the circumstance that thie 
ward was part of a Navy hospital to such intangible gamas d 
as the personalities of Dr. Wilmer and his staff, without whi ) 
no identical community could be set up. No individual is Hs 
dispensable, and I shall consider, when dealing with these y 
tangible factors, what steps might conceivably be necessary 5 
permit the growth of a therapeutic community around person 
alities other than those which determined the course of this 
particular experiment. 


— 4 n rd Uni- 
* Visiting Professor, Department of Sociology and Anthropology, Stanford 
versity. Ethnologist, Veterans Administration Hospital, Palo Alto, Californi 
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I. The Ward as Part of the Navy 

The writer's experience of mental hospitals other than this 
E vae CC and it is necessary to stress 

; i st between a hospital which is part 
of the Navy and these others. Perhaps the most serious single 
drawback of a civilian hospital is the fact that it consists of ies 
organization which calls itself "the staff" and a number of 
persons not organized and not a part of this organization. These 
persons are called "the patients." The members of the staff see 
themselves as an organization whose purpose is to work upon 
the patients. The analogy of a factory comes to mind: raw 
material enters in the form of sick individuals and ideally this 
material is processed into a product—dischargeable individuals. 

Now, the very essence of the theory of the "therapeutic 
community" is the premise that the patients be members of this 
community. To establish the premise—to make it a part of the 
unconscious habits of both the staff and the patients—in a 
civilian setting is exceedingly difficult; but to do so in a naval 
setting is very much easier. The lines are differently drawn. The 
category of Navy belongingness includes both staff and patients, 
whereas in a civilian hospital, there is only the line between 


what one patient called the “insane and the outsane," and this 


line divides the patients from the staff. 
' Moreover, the Navy is organized to enable men to cooperate 
in combat, and while the struggle against mental illness is, of 
course, very different from combat against an external enemy, 
this more subtle struggle is never quite absent, even on the 


battleship. 
utic community within a naval setting, it 
rmit and foster this psychotherapeutic 
which is already a part of naval 


I believe, is the most important 


To set up a therape 
is First of all necessary to pe 
phenomenon between men, 
tradition. Fundamentally, this, 
thing that Dr. Wilmer was doing. 

From a conventional psychiatric 
of the ward would appear miraculous. 
straints were unnecessary in dealing with the 
patients which passed through the admission ser 
of 10 months. My own first impression was that t 


point of view, the history 
"Quiet rooms" and re- 
random sample of 
vice over a period 
his phenomenon 


336 SOCIAL PSYCHIATRY IN ACTION 


could only be accounted for in terms of Dr. Wilmer’s "faith" in 
human beings. I think, however, that it is not necessary to be 
mystical about this matter. What he had faith in was, in effect, 
a rather simple and rather familiar phenomenon: the motivation 
of men to create a group in which membership is not too frighten- 
ing and not too uncomfortable. This phenomenon had been at 
work less intensively in the naval settings from which the patients 
came. It was an unwritten tradition of the Navy setting, and what 
Was necessary was to permit and foster this phenomenon. 

To the psychiatrist, it might still be surprising that these men, 
themselves mentally sick, showed such good unconscious judg- 
ment in their decisions of when to be impatient and when to be 
sympathetic. After all, the psychiatrist himself had had many years 
of professional training to achieve this skill and might well lack 
the faith necessary to believe others capable of it. I think, how- 
ever, that this problem is partly solved when we remember that 
the daily group therapy is a means by which the psychiatrist Is 
providing a model for the sort of help which the patients will 
give each other during the rest of the day. 

II. Rank and Familiarity 

A civilian entering a naval installation is immediately con, 
scious that every move is organized in terms of the naval 
hierarchy. The movements ol patients among themselves who 
associates with whom, who sits where in a group therapy 5 ion. 
and so on—all of this is related to rank, and the same is. ol 
course, true among the staff. What needs to be said about this 
particular ward is that while the naval system of respect Wap 


never for a moment absent, and while there was never a relaxé 
n " —SÀ A 
tion of the respect, there was also an unexpected undercurren 


r : 77% rari itl 
a theme of common humanity and shared goals which ran 


counterpoint, woven in with the hierarchic forms. Let me a 
illustrate this contrapuntal theme of humanity or familiarity: 
One of the striking incidents I observed was as follows: 

Dr. Wilmer was absent and a corpsman brought me my lunch 
in the doctor's office, where I was sitting in front of the desk 
working up my notes. I had avoided sitting in the doctor's chair. 


fearing that to do so would be invasive. While I was eatil 
rsa- 


n 
1g. 


the corpsman came back and sat in the doctor's chair. A conve 
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tion started. He started to gripe, and I got the idea from his 
conduct and from his gripes that I was getting a sidelieht upon 
the organization of the ward which only an outsider would be 
permitted to get. While the gripes were in full flood, Dr. Wilmer 
entered. The flow of complaint went on unchecked. Dr. Wilmer, 
standing beside the desk, entered the conversation as though 
this were the most natural thing in the world. (which it evidently 
was). After several minutes, the corpsman was called away and the 
doctor sat down in his own chair. When he had done whatever 
he had to do, the corpsman returned and the conversation con- 
tinued. It is perhaps true that only a civilian visitor would have 
been permitted to see this, but what is important is that what 
I was permitted to see and hear was not something which would 
be concealed from the commander of this therapeutic community. 

A few minutes later, a nurse entered and sat down. She said 
the doctor asked what was the matter 
from her mother: 
of expected that 


she was a little worried: 
and she said that she was expecting a letter 
whenever she looked in the mailbox she sort 


letter. Did Dr. Wilmer think she should be worried about this? 


Che doctor talked a little about mourning, and when I realized 


in to get psychiatric help from the 
doctor in my presence, I turned off the tape machine and we 
talked. briefly about grief. After a little while, her immediate 
sfied and she turned the conversation to 
and I again turned on the tape 


that the nurse had come 


need was apparently sati 
the daily affairs of the ward, 
recorder. 

And then there is a case which 
A violent patien 


I did not witness but only 


heard of by report. t was brought in and used 
a chair as a weapon, and the doctor felt that in this particular case. 
it would be unfair to his staff to insist that the patient. be 
handled without electric shock. He said that after all, some- 
hurt or driven to an improper use of violence 


body might be 
or the success of the whole 


in reply. His staff might suffer 
experiment might be endangered. He therefore ordered shock, 
faced him and said, approximately, 


but one of the corpsmen 
thing you've done so far, 


"Doctor, l've gone along with every 
but I don't go for this." 
Significantly, however, Dr. Wilmer 


rarely or never wore his 
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uniform coat on the ward but wore a white coat. He performed 
the functions of a doctor while wearing collar insignia of rank. 
What seems to be important is that the system of naval respect 
is continually used to give emphasis and value to the human 
goals of the whole system. It is not that the doctor loses pIESUBE 
when the corpsman says, "I don't go along with you in this”: 
rather, the ultimate human purposes of the whole system are 
underlined when that which everybody recognizes as important— 
the forms of naval respect—is waived in favor of these purposes. 

Further, this combination of human familiarity with status 
respect is perhaps a necessary ingredient of all therapeutic change. 
Cathectic change is, essentially, the discovery that every coin 
has two sides. In a Hegelian Sense, the patient must be faced 
with thesis and antithesis, and from this 


his own synthesis. The psychotic and the 
mental disorder stems from the 


dialectic must achieve 
neurotic and all whose 
early relationships of childhood 
have an unsolved problem regarding authority, so that to resolve 
the problem of psychotic rebellion in a ward situation, it !5 
theoretically indicated that the patient should face thesis and 
antithesis regarding the nature of authority. I believe that this 
dialectic actually was created on this ward by the juxtaposition ol 
authority and humanity. 

It is not merely that the "soft word turneth away wrath." ed 
attempt to repeat this experiment might have to B puc 
in this regard; to "humor" a violent patient may sometimes: "d 
expedient but is not, in the long run, therapeutic if in humor is 
the patient the therapist is actually falsifying the real relationships 
which exist. I saw no moment on the ward when the nie 
or any of his staff pretended, for reasons of expediency, to J 
a patience or kindness they did not feel. At all times they 9 5 
conscious of status and permitted their simpler and more hun ni 
reactions to coexist with the consciousness of status. oe 
implicitly communicated was: there is no conflict between as 
elements; the doctor is not afraid of a conflict between his fee n - 
and his status; he is, therefore, not afraid that any As apum 
of feelings by a patient might reduce his prestige as a doctor; th 
patient need not be afraid. 
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III. The Group Sessions 

f Ar i immediately following rounds, the doctor sat 

in a chair about halfway down the leng yar 

group therapy session 1 lasting 1 5 e 

about ten. The ti i r 1 e145 ir E E 
patients sat either on chairs or on their racks, 

and a considerable part of the doctor's staff were usually present. 

One of the corpsmen, commenting on his own absence from one 

of these sessions, said, "I almost brought myself to come to that 

meeting this morning." 

To understand what these sessions mean, it is necessary to place 
them in time. First there is the brief naval ceremony of rounds, 
involving a momentary face-to-face contact between every patient 
and his doctor, who would use this contact for the brief greeting 
by name of any new patient who might have come in during the 
night, and an occasional word of inquiry to others; it is from 
this context in which the patients stand to meet their officer 
that they move to their informal positions to talk among them- 
selves and with the doctor. And, interestingly enough, the entry 
of other members of the staff onto the ward coincides with the 
shift from naval ritual to therapeutic exchange. 
the doctor and his staff withdraw. 


Following the session, 
The group breaks up but 


Ihe patients are now on their own. 
e group continue; the tempo of 


mes for the day. The staff, 
office immediately 


the conversations started in th 
the group session has set a style or the 


on the other hand, now meet in the doctor's 
ew what occurred. They are made 


hich they themselves were mem- 
These discussions. commonly 
Wilmer on the blackboard. 
the patients and staff 


after the group session and revi 
to look at the larger group in w 
bers a few minutes previously. 
started. with a map drawn by Dr. 


positions in which 
chosen to sit during the meeting. 


ally saw themselves as a part 


-ontext they are looking at 
t merely 


avior of 


This map showed the 
members had spontaneously 
The members of the staff thus liter 
of that community. But in this new c 
themselves, and the discussion naturally investigates no 
the behavior of this patient or that patient but the beh 
patients and staff members in relationship. 

There was even a certain friendly emulation or competition 
to recall and interpret what had happened in the group session. 
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It is difficult to remember the complex themes and weaving 85 
interaction in an hour's session involving twenty or thirty 0 5 
and the attempt to do this, becoming competitive, pep aes 
a training in observation and a sort of psychotherapy, NIE i pi^ 
individual and group goals. The goal for each FREIE M die 
the discovery that simplicity of personal expression and 5 
is safe. The group goal was the emphasizing of the prn 3d 
the therapeutic community includes both staff a eine 
patients—even that it includes the doctor himself, whose eoa 
and words are subject to the same scrutiny as those of the patie i 

The fact that for a period these sessions were cay 
recorded on film indicates that Dr. Wilmer was by no meat É 
averse to tension of this sort. Indeed, it is my belief n s 
tension is an essential ingredient of the therapeutic processes 
involved. wë 

Dr. Wilmer sat comfortably and waited. 1 am told that ot 
a whole hour passed in silence, 
usually, after a while, 
might be anything 
pensions or w. 


but this was exceptional. it 
somebody would speak and the T 
ranging from administrative questions a m 
ard rules through intangible statements apon ma 
sonal matters to extremely psychotic and confused peras 
Dr. Wilmer was in no hurry to answer and would even E 
his own silence after this first breaking of the ice. ss »e a 
communicated by such continuing silence on EM pan AD 
doctor was essentially affirmative, an implicit "yes' bun ja 955 
the way for a great variety of possible 8 ff and 
occasion, I felt that Dr. Wilmer's silence hoe ana which 
this was in response to an extremely psychotic utterance 
was unintelligible to me. —— 
In general, both Dr. Wilmer and the group AEN por 
ordinarily patient even with very confused speech, 5 saying 
was any indication that the speaker was groping da 805 they 
something important to himself. Whenever rie ad vet join 
would let him take up long sections of time ai 8 group were 
him in his groping. But both obey RE e naei, For 
rather sharply impatient of c »stallized de RON few whose di 
the most part, this sample of patiens Pu ing diosyneralic 
lusions were established to the point of becoming 
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cliches in the patients’ utterance. For this sort of thing there 
was no tolerance. 

It might be fair to say that the behavior of the group and 
of the doctor followed a rule somewhat like this: if possible we 
will treat whatever any man says as a groping towards under- 
standing, but if he labels his speech so definitely as certain 
dogma that even we cannot respond «s if he were attempting to 
mvestigate and clear up his confusions, then we can only be 
impatient and show our impatience either by a negative silence 
or by the snub of a change in subject or perhaps by restlessness. 
Even in extreme cases by telling him to shut up. Extremely 
psychotic behavior and talk were ruled out not as being non- 
sense but rather as too dogmatic for profitable reply. The group 
exerted its repressive measures by insisting implicitly that what- 
ever was said be open to reply—a sort of democratic tyranny 
which perhaps did much to discourage and disqualify psychotic 
behavior. 

The following excerpts from the tape recording of a staff 
meeting will serve to illustrate some of the principles which 
seem to be at work. A fight had occurred on the ward that 
morning between two patients, whom I shall call Schmidt and 
Norton. The group was unusual in that it included a visiting 
doctor and members of the Pacific Combat Camera Group who 
were later to film the ward for a month. 

Excerpt 1: Dr. Wilmer: "Schmidt sat next to me, partly for 


protection, partly defiance, partly taking the leader's chair. He 
—you don't need 


was the therapist— You don't need psychiatrists 

doctors. Then he started to be a little rough, pulling the guy 

‘Don't do that.’ He was yanking his 

rough and got him out of 
nothing to be afraid of. 

thing relating to 

e guy who says 


out of bed. I finally said, 
arm. Despite this, he stopped being 
bed, sat him down, saying, There's 
I'm here.’ He is the protector. He is acting some 
the fight earlier, for the group to see. This is th 
he is not afraid." 

The episode and Dr. Wilmer's comment can only be analyzed 
through the latter, but it is important to emphasize that we 
are here looking both at the staff meeting and at the group 
meeting about which they are talking as events in a total com- 
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munity. Dr. Wilmer places Schmidt's behavior in an interpretive 
frame: he is acting something": *he was the therapist"; “partly 
protection”; “partly defiance’. Dr. Wilmer narrates his own 
intervention: “I finally said, ‘Don’t do that," and narrates that 
despite this, the patient obeyed his command. ' 

This is a very complex sequence. Norton is absent while his 
hand is being treated; and Schmidt's response is this complex 
behavior, partly defiant and partly exhibitionistic of the role 
of protector. From the group's point of view, this response 15 
idiosyncratic and unintelligible. Later in the group meeting, 
Dr. Jurgen Ruesch, who was present as a visitor, points out that 
Schmidt is of German origin and that his behavior would. Hm 
intelligible to a German group. But here it is not intelligible 
and, in fact, falls into the category mentioned above of crystallized 
idiosyncracy. It is not a groping; it is something to which it would 
be useless to reply. 

Excerpt 2: Dr. Wilmer: “The psychopath, he turned to 
Schmidt and said, ‘You didn't hit him right, something about 
holding your hand right. It was a relief to the group. They sort 
of laughed. This was quite a relief." ; 

This is an interesting pay-off in which the actual pathology 
of a patient who is referred to às a psychopath provides a hore 
within which, momentarily, the group can see the fight in a 8 
that alleviates their anxiety. But notably, it is a frame 1 8 
does not fit at all with Schmidt's theatricals. It is a frame ae i 
makes his defiance of the group and of the doctor utterly 5 
vant and causes his role of "protector" to look almost hypocritical: 

Excerpt 3: Mr. Briggs: "There were some interesting e 
on the patients’ faces when you said, "The Navy wants to tà 
»nictures.' " j 
Chief Kuhn (director of camera crew): "This boy. Jones, i ex 
sat next to me, said, ‘You want movies of this? That was whe 
Schmidt was making his little speech.” tone mao 

The group is under tension of two sorts: there S mo 8 the 
from the fight and the tension caused By tie preme e ion- 
movie team. With unconscious ingenuity Jones uses one p 5 
making factor to frame the other. He responds accurately 
Schmidt's theatricals and puts them in the movie. 
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Excerpt 4: Mr. Briggs: "When I was going out, that Chief 
caught hold of me and sort of couldn't let me go. He said, 'You 
know, the reason why the group was so quiet today is that I think 
the patients felt guilty about this fight. It could have been pre- 
vented.’ They have been trying to make excuses. It is as if they 
were saying, "Well, he has been pestering us and pestering us.’ 
He (the Chief) said, I'm able to control myself, but he has 
been asking for it." 

What the Chief really said to Mr. Briggs we cannot, of course, 
know. What is interesting is the way Briggs describes it, attribu- 
ting to the Chief a role which would have been appropriate to 
a member of the staff, diagnosing and commenting on the group 
session. In the way Mr. Briggs talks, he and the Chief are almost 
one and the same person. He, too, feels something of that guilt. 
He even makes the Chief say that his thinking this has caused 
the group to be quiet. 

Excerpt 5: Mr. Briggs (continuing): “This all got started 
this morning after the patients on the ward could have prevented 
it. But they sort of egged it on, and he (the Chief) said, even 
himself, ‘I didn't do it because I figured that Schmidt is pretty 
sick and I don't know what you are dealing with. If I went up 
there and. pulled him away and there were two sick minds, you 
never know what is going to happen. I want to keep my record 
clean. I didn't want to get implicated in a fight. I know they 


these things and I didn't want my 


write incident reports on 
e could 


name on it.’ But he said he felt bad about it now. H 
have helped him." 

Again Mr. Briggs confuses the pronouns, identifying with the 
Chief. The incident also takes on a new dimension. The Chief 
is now doubly a member of the therapeutic community. In Mr. 
Briggs’ first speech, we saw him as the diagnostician; now he is a 
patient who has failed and risen from that failure by describing 
it to Mr. Briggs. This places him both as patient and as would-be 
therapist. 

Excerpt 6: Dr. Wilmer: They are just not used to seeing 
fights on the ward. There is nobady provoking it. This is the least 
provoking time of any since Schmidt has been there. We have 
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had a lieutenant here, a Very provoking situation. He (the 
lieutenant) was constantly antagonizing Schmidt. Well, they 
certainly did not come to his rescue. They weren't the least 
bit interested in Schmidt. They sort of welcomed him talking 
and being left on the limb, and when I invited him to talk and 
said, ‘Can anyone help himz nobody said a word." 

Mr. Briggs: "They helped the other patient." , 

Here again we have the picture of Schmidt punished for his 
(probably foreign) idiosyncrasies. 


Excerpt 7: Chief Kuhn: “Together with the aftermath of 
the confusion on the ward, of the fight, and then with so many 
strangers as visitors in there this morning, I think my observa- 
tion was, that was the probable cause of their being so "s 
Which it was the other day when we were up here. I remember 
when we walked in the ward they all turned around, looked at 
me and everything got really quiet. It's amazing how quick they 
are to observe." 

Here, correctly or incorrectly, the speaker veers towards feeling 
that. the quietness on the ward was a comment on his own 
presence. He mentions the fight but drops it and focuses Mpa 
the self-referent angle as he continues. He is only newly—or p 
haps not yet-a member. Dr. Wilmer accepts this view of the 
matter and takes the pressure off Chief Kuhn in the next excerpt- 


` è xf ne “We are 
Excerpt 8&: Dr. Wilmer: “I wonder if this is not it: 'We 
; ; SNC E DON MS s? The fight has 
not going to air our family fight for strangers.’ The fight 


occurred, a whole bunch of people come „ 
professors, observers, and these people were not going to ipe 
about their family fights. If one of their sicker boys pops one ^ 
their other very sick boys, well, just talk to the doctor Abau 5 
and even Schmidt himself said, ‘Well, we don't need a doctor. 

What he has done is, first of all, to point out that Chief Kuhn 
is not the unique visitor, and finally, ta include himself in i 
self-referent picture, thus implicitly pulling Kuhn into il ace 
ship in the community. He continues: I had to bring the fight 
up. I took a more active role in this group than I usually do. 
The deviation from the usual was not only the presence of 
visitors but was also in the behavior of Dr. Wilmer. 
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Excerpt 9: Dr. Wilmer (speaking about a previous meeting): 
"In a sense, this was a very anxious group. They were not able 
to talk about what they wanted to and their silence was, in 
effect, therapeutic—being able to sit there, to look at Schmidt 
and Schmidt to look at them was good. He defied me by saying 
he was not going to sit down. It was a free country. I said, "Well, 
we are inviting you to sit down.’ He said nothing more for a few 
minutes and then said, ‘I will sit down,’ which he did. I think 
I felt there was no point in trying to make him sit down. He 
made himself sit down in response to this. This was good." 

The authority of the doctor here does not take the form of 
giving a command but of defining how his message is to be 
classified. It is not a command; it is an invitation. The only 
command is that the message be taken as an invitation; and this 
command, I am sure, was issued with great authority. This pro- 
cess—the defining of the sort of message a message is—is one of 
the essential gambits of the psychotherapeutic process. The thera- 
pist assumes that in childhood the patient has been tricked and 
deceived a thousand times by parents and other authority figures 
who have lied about the classification of their messages: 
"Wouldn't it be nice to put on our shoes?" is really an authoritar- 
ian command, and “Don’t bother me!" is really a seductive 
invitation to further whining. But in childhood, there is an 
implicit prohibition which prevents the child from openly identi- 
fying these messages for what they are. Most children act cor- 
rectly upon what the message is, but neither the parent nor the 
child may recognize this fact. Psychotherapy is the overt and 
explicit identification and correction of these distortions. With 
this correction comes an identification of self: “J will sit down." 

Excerpt 10: Dr. Wilmer (still speaking about a previous 
“When the lieutenant was attacking me verbally, this 
created some anger in me, but rather than tell him off or rather 
than point out what he was doing, I kept silent. I think that the 
control of the leader, to be silent, to have the silence—this is 


meeting): 


what was going on. 7 
$ i iking here is Dr i "s assumption that his 
What is striking here 1s Dr. Wilmer's assu pt ; ris 
aneer is known to the group and that therefore his silence be- 
BIA Y P 3 s; m A 
comes a statement to them of how he is controlling his anger. It 
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is not that the silence is a concealment of anger. The control of 
the leader is to be communicated to the group—both that which 
is controlled and the fact of the control. This is not the poker 
face of the psychiatrist in a caricature. This is the leader plio 
assumes that he is totally visible to the group and that his choices 
of how to act can therefore be a model for their choices. And 
again, this is aimed at permitting an identification of self. II E 
presents his silence as his choice, defining it as a certain sort 0 
message, it becomes possible for the others to have their silence. 


Excerpt 11: Chief Kuhn: "I can see where it's going to vn 
a couple of days to get used to them before trying to do ia 
—so they will know us, and if we make a move they won't be- 
come tense and silence prevail, because what we want them to do 
is talk naturally." T 
Dr. Wilmer (turning to Dr. Ruesch): "You had some ideas 


about Schmidt—an interesting cultural phenomenon." 


Kuhn's speech may be all right as a statement of the course 3 
action which he proposes, but it is curiously and complexly us 
of kilter with the whole philosophy of the group in which e E 
becoming a member, He gets a brush-off from Dr. Wilmer, if v 
changes the subject. To correct Somebody who is right for ol 
Wrong reasons is incredibly difficult. For one person to try s 
influence another to behave “naturally” is paradoxical. It AP 
possible to obey the order "Be yourself" because if this D ee 
order, that which is done in obedience to it is only nee ght 
Kuhn avoids this rather extreme error but substitutes for it he 
notion that if he and the movie team go quietly for a dodi 
of days, they will be able to stalk the group into talking 5 
But stalking or seduction is no more a way of creating nar ni 
ness than is command—and for the same reasons. What due 
has not discovered is that he is a member of the group—and us 
has not discovered this because it is not yet true as a rn 
premise of his thinking. From where he sits he San ipe) 9185 
himself and his team as Operating upon the group. This is pd 
cisely the point that was made earlier in this study when s ed 
tioned the situation in a civilian hospital in which the se "ida 
themselves as operating upon the patients. But for Dr. bd n d 
to have told Kuhn about this would not have been effectiv 
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Kuhn has to make a step which will be an involuntary change 
within himself. He has to grow into group membership, and it 
would be equally contrary to the philosophy of the whole therapy 
for Dr. Wilmer to command this growth. All he can do, under 
the circumstances, is to change the subject, and thereby to say 
implicitly and gently, “That is not it: that is not it at all.” 


Excerpt 12: Dr. Wilmer (to Dr. Ruesch): “If you didn't 
know these people were in the service, would you have had any 
feeling that this was a definite cultural group, something differ- 
ent about this group as a group of young men?” 

Dr. Ruesch: "Yes. I think that in another group you would 
find more incentive towards self-action. There is something wait- 
ing about this. It may be today’s meeting. I have no way of 
telling, but there was something. There is plenty of time. They 
can wait a day, a week, a month. It really makes no difference. 
But this is not true in an ordinary group. You have the pressure, 
where time is money, of ‘got to get things going, got to look out 
for myself. Let's settle this thing. Let's get going.“ 

Dr. Wilmer: That is my interpretation precisely in the group. 
I had not thought of it that way when I said, "We won't come 


to any clear summary of this group. We will meet tomorrow. 


It had not occurred to me, but it must have been the same 


feeling I got-we're going to meet tomorrow.’ ” 

Here again we encounter a curious and fortuitous resemblance 
between the Navy and psychotherapy. The resemblance lies in the 
fact that for a large proportion of Navy personnel, their time 
within the framework of the Navy is separate and suspended 
away from their ongoing civilian careers, which will later be 


resumed—with a difference. This is also the situation of the 
It is, 


patient in analysis or of the group of passengers on a liner. 
al. 


therefore, doubly true of the mental patient in a naval hospit 
He is within that frame which is the Navy, and within that frame 
which is withdrawal from pragmatic life into concentration upon 


ps 


hic growth. 

These frames have their use in creating cert s 
dom. The passenger on a liner or the patient in an analytic 
consulting room experience in different ways different sorts of 
special freedom, and we may summarize the whole of the experi- 


ain sorts of free- 
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ment on this ward as an attempt to use this freedom. Convention- 
ally, a ward is a place of confinement. The door is locked and, 
euphemistically, the patient is said to be in a “controlled en- 
vironment.” Upon the ward which we are discussing, the door 
was no less locked, but what was used for the erowth of the 
patient was the freedom which this shutting out of the pragmatic 
external world permitted. 


IV. Conditions for Repeating the Experiment $ 

From what has already been said it is evident that the main 
ingredients of the situation on this admission ward were simply 
the circumstances of any such ward within a naval setting. The 
problem of repeating the experiment is merely one of using these 
circumstances in a positive rather than a negative way. To do 
this, however, involves a particular philosophy in the person who 
has command of the situation. Moreover, this philosophy is AES 
than a mere recipe. Just as it would not have been effective for 
Dr. Wilmer to tell Chief Kuhn how his thinking was out of 
kilter with the situation in which he found himself, so it would 
not be effective to tell any ward commander chosen at random 
to run a ward on these lines. 

But notably, the staff was selected largely at random and by 
experience of the situation gradually discovered that it would 
work. They did not at first believe it and they did not at piei 
know what order of command this was that the doctor was emit- 
ting. For one member of the staff, the shift seems to have occurred 
dramatically one night. Dr. Wilmer had left orders that the nurse 
could call him if she thought there was anything he could de 
for a particular disordered patient. The patient was . 
and was disturbing others, and the nurse called the OD, who too 
minimal action—a course which the nurse fully understood. 
Finally, however, feeling that she was acting almost a caricature 
role, she called Dr. Wilmer at his home at about midnight. 
Dr. Wilmer replied casually that he would be there in . 
hour, and drove the forty miles to the hospital, arriving to in 
the patient quietly asleep. The nurse was prepared to take a cer- 
tain malicious satisfaction in this anticlimax, but was shaken 
bv the doctor's reaction. He was just mildly pleased. She re- 
counted the story to the OD, from whom I heard it. 
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The point is that the experiment could not be set up merely 
by defining for the commanding officer that he must drive forty 
miles in the middle of the night whenever a patient needs him or 
whenever a nurse is anxious. What cannot be defined by orders is 
the casual response to the anticlimax which convinced the nurse 
of Dr. Wilmer’s integrity. Integrity cannot be gotten by com- 
mand, but, strangely, it can be transmitted. The truth cannot 
be told so as to be understood and not be believed." 

Essentially, the problem for any repetition of this experiment 
would be a problem in personnel selection—to choose as com- 
mander of the experiment somebody for whom the forms of Navy 
respect have both pragmatic and esthetic value but for whom 
these forms are not necessary to alleviate anxiety. 

All this does not mean that the experiment could only be 
repeated with "another Dr. Wilmer.” Somebody entirely differ- 
ent might play the catalytic role. The minimum requirement is 
affective integrity and a belief that this integrity will permit the 

of self in others. Lacking these characteristics, 


identification 
ther any psychiatrist can help the psychotic. 


it is doubtful whe 
With them, probably any individual automatically helps. 

The psychiatrists who have success in this field range in char- 
acter from extremely extroverted persons with great zest and 
authority to others as gently humorous as Fromm-Reichmann. 
There are successful male psychiatrists who feel a pain in their 
own breasts when they give food to a psychotic patient, and others 
who in the same situation simply fee 


But both may be successful. There is 
y rule is that of integrity. It 
vhose feelings can 
of 


] an expansive manliness. 
no rule as to what the 


psychiatrist ought to feel. The onl 
the schizophrenogenic are those Vv 
thousand distorting mirrors 
usion regarding 
sult of 


seems that 
only be expressed through a 
"oughts"; and that the patient's hopeless conf 

the nature of every message which he receives or emits is a re 
dealing with people of this kind—especially in infancy. It must, 
al with somebody wh 
is being theatrical is 
cognizably so. 


therefore, be helpful to de ose messages are 
not complicated in this way, who when he 
honestly theatrical and who when he is simple is re 

The problem of constructing another such therapeutic com- 
munity hinges upon finding leaders with these very general and 


not too rare characteristics. 
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MEMORANDUM ON THE OAKLAND 
THERAPEUTIC COMMUNITY 


By WiLLIAM G. BARRETT, XI. D. 


This memorandum concerns two Visits as a consultant to the 
admission ward at the U. S. Naval Hospital, Oakland, California, 
so aptly described as a ‘therapeutic community.” The aim of 
establishing this type of organization is to eliminate the authorita- 
tive, directive approach in the handling of a group of patients 
and to substitute for it a group morale and a mutual under- 
standing in the patients which will favor controls from within 
rather than controls from without. Experience in this approach, 
both in England and on this ward, has demonstrated that with 
proper guidance and understanding, this aim can be achieved 
in large degree. This leads to a much more individualized 
form of treatment, to the absence of necessity for restraints, and 
to the minimal use of sedation. 

It has also been demonstrated that the therapeutic effects, p 
lar as the individual patients are concerned, are greatly in- 
creased, and quite frequently even the most bizarre and extreme 
symptoms are relieved, at least temporarily—that is, during ii 
period during which the patients continue in this therapeutic 
community. A group morale develops which is characterized by 
an astonishing degree of mutual understanding among the pannan 
tor one another's difficulties and problems, and it would pitean 
seem that the ministrations of patients who are not so dn 
better accepted by the very sick patients than the ministration 
of the trained staff. This reminds one of the situation that si 
often exists in a family, wherein recalcitrant children 3 
to disobey the parents but are immediately amenable to the Lau 
and directions of brothers and sisters of nearly their own age. 

My consultation on the second visit in February brought ve 
features quite different from my visit of September. ES ; 9 
earlier occasion, I was able to observe the beneficent Futretioming 
of the eroup. During that mecting, a number of the opie? 
participated, and with the help of data obtained m orden 
meeting following the group meeting, it was quite possible 


E: choanalytic Association. 
* President of the American Psychoanalytic Associatior 
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understand that I had observed in action various therapeutic 
forces of significant importance. The second meeting, on the 
other hand, demonstrated one of the limitations of this form of 
treatment, for it showed very clearly how one hostile, aggressive 
individual, highly competitive with all authority, litigious and 
argumentative, can sabotage a therapeutic community meeting. 
But it was interesting to observe how this man, a manic-depressive 
officer, operated by allying to himself a very sick, delusional 
schizophrenic patient, to form a twosome group within the larger 
e other patients from participating in 
in spite of this attempt to take 
-al remarks from the other 
al patients follow- 


group which prevented th 
a true group session. Nevertheless, 
over the group, there were several critic 
patients, and during individual talks with sever: 
I discovered that certain of the patients 
had very shrewd insight into the unconscious needs of the dis- 
and showed, in a general way, unusual under- 


standing and tolerance for the personal problems of the disturber. 
nce of such an individ- 


Indeed, one might fairly say that the prese 
ual on the ward, provided he not remain too long, could actually 
g rather than a disruptive experience for the 


ing the group meeting, 


turbing element, 


prove to be a bindin 
other participants. 
During this visit, as well as during my visit of September, 
I was particularly impressed during the staff meeting which 
always follows the group meeting. The nurses and attendants 
displayed attitudes of kindliness, interest and understanding, 
were concerned but also in relation 
to one another and the interpersonal situations which inevitably 
with work with disturbed patients. Their 
both group and individual, was on 
and their emotional involvement 


not only insofar as the patients 


arise in connection 
understanding of dynamics, 
an unusually sophisticated level, 
in the welfare of the ward was heartening. 

nt between a new patient 4 
may be worth noting. 
ppeared 


Incidentally, a small incide and one 
ses, which I happened to observe, 
and one of the nurses à 
then asked him to play 
pressed her 


of the nur 
The patient was playing a guitar, 
in the room, listened to him for a while, 
something. He played a piece lor her and she ex] 
appreciation. The patient then said to her, "Gogh, you. hurses 
here are different from other places I've been. Most places the 
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nurses go around with their noses stickin' up in the air, but 
here you're all nice to us and we feel you're friendly." 

During the staff meeting, a subject of particular interest arose: 
the question of the emotional reactions of the group leader to the 
hostile patient, and to what degree they can be dissembled, and 
to what degree and in what manner they should be expressed. 
The consensus of opinion was that complete objectivity, such as 
might be maintained during an individual interview with a 
patient, could hardly be expected in a group, where an emotional 
response to the ‘public insult’ is the conventional reaction. Thus, 
such a sterilized objectivity would not be desirable in a group: 
on the other hand, it would not be appropriate to give free 
expression to emotions of resentment or anger. The solution 
would, therefore, appear to be that such emotional responses 
should be muted, particularly insofar as counterattack upon à 
disturber is concerned: nevertheless the group would observe the 
degree of control exercised, and would share in the interplay as 
part of their emotional participation in the activity of the group 
as a whole. 

It is my opinion that the therapeutic community mode of 
treatment, as presently practiced by Captain Wilmer, is one 
of the most hopeful developments in psychiatry, from both the 
administrative and psychotherapeutic points of view. It seems 
highly desirable that the group leader and the medical officer 
in charge of the ward be one and the same person, and that 
individual interviews with various of the patients be continued 
along with the group meetings, so that the leader may have his 
finger on the pulse, as it were, of the group as a whole. 
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